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Background: Māori are under-represented in the medical workforce; however, numbers of 
Māori medical doctors are beginning to grow. This research explores what it means to be a 
Māori doctor utilising Kaupapa Māori methodology. By collecting and documenting the stories, 
challenges and opportunities of Māori doctors, this research hopes to inform and inspire Māori 
who aspire for, or are involved in medicine, and create perspectives for both Māori workforce 
development and the health workforce. 
Review of Literature: The first ten Māori doctors were identified from Dr Paratene Ngata’s 
speech “The Whakapapa of Māori Doctors in Aotearoa NZ” (Ngata, 2002). Relevant literature 
was found on each doctor through the Otago library, Te Ara, the National library, Papers past 
and Te Ao Hou magazine databases, and anything thought relevant by the supervisors was also 
read for referencing. The focus was on the Doctors’ contributions to health and the attributes 
they possessed; many similarities were found. 
Methods: Participants were eleven Māori doctors currently working in Aotearoa, New Zealand, 
aged between twenty-four and seventy-five years, and one pilot was used. A selection matrix 
of Māori doctors was created, encompassing diversity in gender, stage in career, specialty, and 
location. Kaupapa Māori methodology was used. Qualitative interviews took place in a place 
comfortable to both research student and participant and were audio recorded, to be later 
transcribed and thematically analysed using Nvivo software.  
Results: In this section the results of the twelve participants, including the pilot, are described 
in six themes; their journey thus far, their support, roles they have taken, expectations of them, 
what being a Māori doctor means to them and their aspirations. Key findings included high 
levels of commitment to being a Māori doctor, diverse journeys and experiences, with some 
common experiences. There was a high prevalence of expectations on them from others to be 
experts with a Māori patient, and to be culturally, and clinically, competent. The pressure and 
responsibility from expectations was commented on. The participants had many professional 
roles, serving on boards, taking leading roles in health programmes and lecturing. Connections 
and whakawhanaungatanga (building relationships) was a common theme brought up as a real 
strength of Māori doctors. Giving back was a key theme brought up, and Māori doctors having 
a key role to play in Māori health, and being role models and leaders to everyone. Isolation was 
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a prominent theme for the participants, whether it was isolation from other Māori doctors, or 
isolation within Māori doctors, about who is more or less Māori. 
Conclusion: The stories of Māori doctors, both historical and contemporary, have similar 
attributes and aspirations, including mātauranga Māori (knowledge of Māori culture), aroha 
(compassion), niwha (determination), taking up leadership roles and challenges, and responding 
to the needs of the next generation. The application of the doctors’ attributes and aspirations 
was seen both in a community setting, and in a wider, political level, questioning the view of 
one doctor being more Māori than another. Even though both the historical and contemporary 
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Ako Māori – culturally preferred pedagogy Aonui – thirst for knowledge 
Aroha – love, compassion Atua – gods 
Hapū – sub-tribe Hui – gathering 
Iwi – tribe Kai – food 
Kaiaka – athletic Kanohi ki te kanohi – face to face 
Kaumatua – elder  Kaupapa – policy 
Kaupapa whānau – peers Kia piki ake I nga raruraru o te kainga –  
Koha – gift  socio-economic mediation 
Korero – talk  Kuia – grandmother  
Mākutu – curse Mana – prestige, authority, control, power,  
Manaakitanga – hospitality  influence, status, spiritual power, charisma 
Manuhiri – guest Marae – meeting house 
Mātauranga Māori – Māori knowledge Mihi – greet and acknowledge 
Mihi whakatau – official welcome speech Moteatea – songs and chants 
Niwha – determination Pā – fortified village 
Pākehā – New Zealander, European descent Pō-mare – night cough 
Pou – support Pou whirinaki – sense of responsibility, 
Pōwhiri – formal greeting Pūkōrero – well spoken 
Rangatira – chief Rongoā – traditional Māori medicine 
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Tāmoko – tattoo  Tāne – man 
Tangata whenua – people of the land Tangihanga/tangi – funeral  
Taonga – treasure Taonga tuku iho – cultural aspiration 
Tapu – sacredness Tautoko – support 
Te Ao Māori – the Māori world Te Ao Pākehā – the Pākehā world 
Te reo – Māori language Te Whare Tapa Whā – the four  
Tēnā koutou katoa – thank you all cornerstones of Māori health 
Tikanga – custom  Tinana – physical aspect of Te Whare Tapa  
Tino rangatiratanga – self-determination Whā 
Tohora – whale Tohunga – expert practitioner 
Tumu herenga waka - dependable leader Turanga waewae – a place to stand 
Waiata – song/prayer Wairua – spirit, spiritual aspect of Te  
Whakamōwai – humility Whare Tapa Whā 
Whakatoatoa – outspoken Whakapapa – genealogy/family 
Whakatauki – Māori proverb Whakawhanaungatanga – Building  
Whānau – family relationship 
Whanaunga – kin Whanaungatanga – relationship 
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During 2015, the Māori population was estimated to be 15.5% of the total New Zealand 
population (MacPherson, 2015, 2016). Māori are over-represented “for many health conditions 
and chronic diseases,” and have “higher disability rates” (Yeh et al., 2015). 
Māori health workforce development is one of a number of priority strategies for improving, 
and addressing inequalities in, Māori health, when compared with non-Māori New Zealanders 
(Ministry of Health, 2006). Despite this, Māori numbers within the health workforce is low and 
Māori make up between one and five percent only of New Zealand’s registered practitioners in 
medicine (3.2%) ("The New Zealand Medical Workforce in 2013 and 2014," 2016), dentistry 
(3.0%) (Broadbent, 2016), pharmacy (1.5%) ("Pharmacy Council of New Zealand Workforce 
Demographics as at 30 June 2014," 2014), physiotherapy (5%) (Stokes, Dixon, & Nana, 2014) 
and medical laboratory science (1.3%) (Ministry of Health, 2007). 
Alongside the importance of growing the Māori health workforce, policies outline the 
importance of preparing Māori to become Māori health professionals, meeting the needs of 
Māori patients, their communities and iwi (tribe) (King & Turia, 2002). Some Māori medical 
commentators have made a distinction between ‘being a Māori doctor’ as opposed to ‘being a 
doctor who is Māori’ (Beckford & Fitzsimons, 2013; O'Sullivan, 2015). Te ORA, the Māori 
Medical Practitioners Association has also highlighted supporting Māori doctors, preparing 
them for roles in the health workforce ("A renewed focus for Te ORA – New Zealand’s Māori 
Medical Practitioners Association," 2015). 
This research will complement that undertaken in 2014 by BMedSci student Lauren Barnett 
who investigated the roles of Māori medical graduates from Otago (Barnett, 2014). This 
research found a high level of participation and engagement by Māori medical graduates in 
Māori Health (Barnett, 2014). There was a diversity of roles and experiences held by Māori 
doctors, and although there was some mention of being a ‘Māori doctor’, the scope was too 
limited to be able to understand in more detail what this meant for the diverse range of Māori 
doctors (Barnett, 2014).The research did provide a quantitative understanding of the high 
participation in Māori health of Otago’s Māori medical graduates. 
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The research will also complement the book published in 2014, Te Paruhi a ngā Tākuta 
(Beckford & Fitzsimons, 2013). This book was published in association with Te ORA (Māori 
Medical Practitioners Association). This landmark publication contained the stories of 27 
diverse Māori doctors and students (Beckford & Fitzsimons, 2013). The book included 
students, junior doctors, recently qualified GPs, specialists and doctors, including some who 
had been practicing for some decades. The stories told of the aspirations of the doctors and 
students, what inspired them to take up medicine, what were their pathways and their learnings 
along the way. No two stories are the same and the book seeks to inspire and inform the next 
generation of Māori doctors. Both Lauren Barnett’s thesis and Te Paruhi a ngā Tākuta 
contribute to an understanding of the diverse roles and experiences of Māori doctors. 
This research aims to explore, using qualitative methods, the diversity of experiences and 
perspectives of a diverse range of Māori doctor’s including perceptions as to what it means to 
them to be a ‘Māori Doctor’. The concept of ‘meaning’ for the purposes of this dissertation is 
not focussed on linguistic meaning (definition of the word), however focuses on the 
interpretations or significance that Māori doctors have of themselves as Māori doctors. It will 
add to the knowledge already available and provide a research platform to explore in more 
depth, the aspirations and attributes of Māori doctors and to view these alongside the stories of 
the earliest Māori doctors. 
This research has also been the start of a personal journey. Before coming to university, I knew 
I was Māori, but did not know what that meant, and decided to take a year out of medicine to 
figure that out. By writing a thesis on the subject, I could also give others a range of views of 
what being a Māori doctor meant from the perspectives of other Māori doctors. In turn this may 
inform and inspire the next generation of Māori doctors and health professionals as well as 
contribute to understanding of the diversity and experiences of Māori in medicine. 
1.2 OVERVIEW 
The purpose of this research is to understand, firstly through a literature review of the earliest 
Māori doctors and secondly through the stories of a diversity of Māori doctors, what does being 
a Māori doctor mean to Māori doctors? The project will help inform and inspire potential and 
current Māori medical students, practicing Māori doctors, and medical training institutions.  
The research aims to explore what it means to be a Māori doctor utilising Kaupapa Māori 
methodology. By sharing the stories of Māori doctors, this research hopes to inspire Māori and 
create opportunities for both Māori workforce development and the health workforce. It builds 
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on findings from a recent survey, in a more qualitative manner, and explores some of the extra 
questions touched on in the survey, along with any questions posed by gaps in the literature 
(Barnett, 2014). 
The research is in two phases. Firstly, the literature review focuses on the historical context 
including the stories, contributions, and attributes of past Māori doctors. This is followed by 
qualitative research investigating the experiences and perspectives of a diversity of 
contemporary Māori doctors. 
This thesis has eight chapters: 
Chapter 1. Introduction: This chapter gives an overview of the thesis and describes the 
envisaged purpose of this research. How this research will be approached will also be described. 
Chapter 2. Literature review: Literature of the first ten Māori doctors is reviewed to share their 
stories, contributions and attributes. 
Chapter 3. Methods and Chapter 4. Results: These chapters encompass a description of the 
research design and methods and key results. 
Chapter 5. Discussion and Chapter 6. Conclusion: A number of areas for discussion are 
covered including giving back to Māori health, whakawhanaungatanga and Te Ao Māori (the 
Māori world). 
Chapter 7. References and Chapter 8. Appendices: These chapters include references for the 
thesis, and the appendices, comprising the matrix used to choose the participants, an interview 
protocol, the ethical application, containing the information sheet and consent form given to the 




2 LITERATURE REVIEW – AN HISTORICAL PERSPECTIVE 
2.1 INTRODUCTION 
2.1.1 OVERVIEW 
This literature review focuses on the beginnings of the Māori medical workforce, examining 
the stories of the ten earliest Māori doctors. The focus is on the Doctors’ contributions to health 
and the attributes they possessed (as described in the literature). 
The first part describes collective organisations that involved Māori doctors (the Young Māori 
Party, politics, and Māori Councils). These were chosen because there was more than one Māori 
doctor in these groups. The literature review then describes the lives of the first ten Māori 
doctors, Dr Maui Pōmare, Dr Buck, Dr Wi Repa, Dr Ellison, Dr Grace, Dr Potaka, Dr Maaka, 
Dr Bennett, Dr Paewai and Dr Kawe.  
2.1.2 METHODS 
The first ten Māori doctors were identified from the transcript of Paratene Ngata’s speech, ‘The 
Whakapapa of Māori Doctors’ (Ngata, 2002). Utilising the Otago library, Te Ara, the National 
library, Papers past and Te Ao Hou magazine databases, and refining dates to after the identified 
doctor was born; search terms were used which included the doctor’s name, and “Māori doctor” 
to refine the search if required. To further refine the search, an exact match of the Māori doctor’s 
first and last name together was searched for. The resources picked from the list were ones 
relevant to the doctor in question, and if they could be found online, or in the Otago library 
system. Anything thought relevant by the supervisors was also read for referencing. 
2.1.3 SCOPE AND LIMITATIONS 
Due to the scope of this thesis, it was not possible to discuss the biographical details of the 
doctor’s whānau in any detail. Whānau is clearly also very important however word limitations 
restricted the focus to be on Doctor’s roles. The first 10 doctors were chosen as this provided a 
range of historical perspectives from the earliest doctors. It was not possible to extend this 




2.2 YOUNG MĀORI PARTY 
The first four Māori doctors were members of the “Young Māori Party,”. This included doctors 
Maui Pōmare, Te Rangi Hiroa, Tutere Wi Repa, and Edward Ellison (Condliffe, 1971; "Young 
Readers Section - Te Aute College," 1968). The beginning of the Young Māori Party was at Te 
Aute College1, with Pōmare, at the age of 13, and two of his peers, Rewiti Kohere and Timutimu 
Tawhai (Butterworth, 2012; Cody, 1953). During June, 1889, Pōmare and his friends set out at 
the behest of John Thornton, head of Te Aute, to help the “regeneration of the dwindling Maori 
race” by convincing their elders around Hawkes Bay to change their lifestyles (Butterworth, 
2012; Cody, 1953). A concoction of “incredulity, anger and indifference” greeted the trio, as 
they tried to direct Māori elders, but they did manage to start the “Association for the 
Amelioration of the Conditions of the Maori Race” (Butterworth, 2012; Cody, 1953). This 
association, made up of “te Aute boys, Māori chiefs, clergymen and members of parliament” 
and European sympathisers, gave very strong suggestions for change to Māori, prohibiting 
alcohol, taking away “injurious customs and meetings deemed to be useless” (Butterworth, 
2012; Condliffe, 1971). This association later became the Te Aute Students Association, and 
then the Young Māori Party (Cody, 1953). Te Aute has played a large part in forming the Young 
Māori Party and many other achievements. 
2.3 POLITICS 
Both Maui Pōmare and Te Rangi Hiroa went into politics. They, along with Sir James Carrol 
and Sir Apirana Ngata, initiated a scheme in relation to Māori land (Ropiha, 1957). In 1929 this 
was put into effect, allowing Māori to obtain financial aid through the Minister of Māori Affairs, 
to develop and settle lands they owned collectively (Ropiha, 1957). The land within the scheme 
was protected from private alienation (Ropiha, 1957). The Māori Land Court were restricted in 
“all matters affecting title of land brought under the scheme” (Ropiha, 1957). 
The tohunga (expert practitioners) of old were well respected and learned people. Tohunga had 
a key insight into the workings of tapu (sacredness) and had the means of lifting most mākutu 
(curse). In Dr Pōmare’s era, there were still tohunga trying to use old methods to treat new and 
introduced Pākehā diseases. Dr Pōmare condemned these tohunga and tohunga in return posed 
a strong opposition to Dr Pōmare’s efforts to impose Pākehā hygiene methods upon Māori. 
                                                 
1 Te Aute College is a boarding school in the Hawkes Bay  
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The Tohunga Suppression Act was established in 1907, to protect Māori from tohunga 
(Alexander, 1966; Butterworth, 2012; Cody, 1953). After the Act, Māori would have been more 
reluctant to approach tohunga for treatment. Some doctors, such as Golan Maaka, still bade 
their patients to find a tohunga when their affliction was of a Māori nature (Haami, 1995). 
2.4 MĀORI COUNCILS 
Māori councils were started by Dr Pōmare, and carried on by Dr Buck as its first director ("50 
Years of Maori Self government," 1952; Alexander, 1966). Due to the bubonic plague in this 
period, the government was supportive of health reform (Butterworth, 2012). District Māori 
councils drafted sanitation and hygiene guidelines, and appointed sanitary inspectors to Māori 
villages, usually from “leading chiefs who had the mana [(authority)] to insist on their 
instructions being obeyed” (Alexander, 1966; Butterworth, 2012). During 1930, the Health Act 
gave Māori councils the power to “carry out sanitary works and to enforce by-laws relating to 





2.5 MAUI PŌMARE 
At the age of 11, as Maui Pōmare’s father lay dying, Pōmare was charged by his father with the 
task of receiving a Pākehā education, and using it to help Māori (Butterworth, 2012). Some of 
Pōmare’s whānau wanted him to study law but Pōmare thought he could do more for his people 
as a Māori doctor (Butterworth, 2012). This meant that for the first part of Pōmare’s life, he 
was able to be out in the field, observing Māori health first-hand. 
Pōmare helped the start of the Young Māori party in Te Aute, with the formation of the 
Association for the Amelioration of the Conditions of the Māori Race. This name was then 
changed to the Te Aute Students' Association. Finally the Young Māori Party was established 
(Cody, 1953). 
Pōmare started his medical career in America, following training in Chicago (Beckford & 
Fitzsimons, 2013; Duff, 2000). As a pioneering man, Pōmare gave lectures about life in New 
Zealand to support himself financially (Duff, 2000). Lectures comprised Māori history, legends 
and culture (Butterworth, 2012; Cody, 1953). Pōmare’s lectures were a success because of his 
good nature and sense of humour. Pōmare also worked in cotton fields and served behind the 
counter at a drugstore to fund his education (Butterworth, 2012). 
As soon as Dr Pōmare arrived back in New Zealand in 1900, his career began in earnest. The 
Government passed the Public Health and Māori Councils Act that called for a Native Health 
Officer. The job of the Māori Health Officer was to investigate health problems and lecture on 
hygiene. Dr Pōmare was considered perfect for the job as he was, by birth a rangatira (chief) 
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coupled with his Pākehā education (Cody, 1953). From this background, Dr Pōmare had the 
potential for great mana in the eyes of both Pākehā and Māori.  
One of Dr Pōmare’s first tasks was to work with a committee to provide health and sanitary 
arrangements at the welcome hui (gathering) for the Duke and Duchess of Cornwall and York 
at Rotorua, June 1901 (Butterworth, 2012). A large number of Māori attended and it is reported 
that there were no incidents of drunkenness or “outbreak of disease” (Butterworth, 2012). The 
event was called a “marvel of order and cleanliness” (Butterworth, 2012).  
Bringing recognition to the challenges that Māori faced in areas such as housing and health, 
was the next issue Dr Pōmare tackled. Dr Pōmare listed all the problems in his Official Report 
on Māori Health in 1906. “Bad housing, feeding, clothing, nursing, unventilated rooms, 
unwholesome pā’s [(fortified village)]” (Moore, 1960) were mentioned. In the report Dr 
Pōmare highlighted the importance of exercise for health, by comparing Māori to an imprisoned 
forest bird, yearning for fighting, and the “liberty and freedom of Alpine Woods.” (Moore, 
1960). Dr Pōmare believed that there was no option, but to embrace Te Ao Pākehā (the Pākehā 
world). Then he mentioned an old prophecy, “‘kei muri i te awe kapara he tangata kē, mana 
kao, he mā.’ (Shadowed behind the tattooed face a stranger stands, he who owns the earth and 
he is white.)” (Moore, 1960). 
Dr Pōmare had a vision of how he thought education should be run and recommended schools 
hold onto Māori students for a bit longer after they finished schooling for education in areas 
that would support wellbeing (Cody, 1953). Dr Pōmare helped create the Māori Union in 
Taranaki, to support integration with Te Ao Pakeha (Alexander, 1966). Dr Pōmare travelled to 
numerous villages, to inspect water supplies, garbage disposal and general hygiene and assist 
the sick (Butterworth, 2012). These many visits built on Dr Pōmare’s already impressive 
oratory skills but this wasn’t always enough. He kept with him a microscope and slides to show 
people what was in the water they drank (Butterworth, 2012). On one occasion, people reacted 
by saying “‘E hika mā e; Kei te kai tātau i te ngarara’ (O people; We are eating live creatures.)” 
(Mitchell, 1944). Unfortunately, some advice given by him, which was from a Pākehā 
perspective, violated many Māori customs and laws of tapu. Water supply is not meant to be 
taken from rainwater collected from a wharenui (meeting house), as this is tapu (Buck, 1910). 
Old whare (houses) were harbourers of pests and rodents, and Dr Pōmare saw fit to burn these 
down for hygiene, again, against Māori custom. In total, he burnt 1900-2000 whare, in 3 years 
(Butterworth, 2012; Cody, 1953).  
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Land confiscation from Māori was a contentious issue. There was approximately 200,000 acres 
in Taranaki that had been leased to settlers, and the leases on 18,000 acres had expired. A 
campaign was begun to recover this land by Taranaki Māori. James Carroll told Taranaki Māori 
to select an “intelligent young man” to act on their behalf. Dr Pōmare was selected as Taranaki’s 
candidate for the Western Māori seat in 1911 (Butterworth, 2012). He received this honour in 
December of that year (Cody, 1953). 
Due to a Royal Commission from 1912, set up by Dr Pōmare, (Alexander, 1966) it was advised 
that Māori land owners were to be given the right to bid in the open market, for the property 
that sat on their land. Settlers had already been given a generous time to renew their leases, or 
convert them to freeholdings. Dr Pōmare worked with that, and gave the lessees ten more years 
to lease. As lessees were due compensation for any improvements they made during their time, 
two-thirds of their rent was paid into a sinking fund to pay them for any improvements they had 
made in the future, and Māori could buy the lease holdings without having to put forward a 
large amount of money at one time as compensation. This ten years gave the Government time 
to pass legislation, essentially reducing the amount of land to later pass to Māori than Dr Pōmare 
originally had thought (Butterworth, 2012). 
Dr Pōmare managed to make registration of Māori births and deaths compulsory in 1913 
(Alexander, 1966; Butterworth, 2012). Pōmare’s success in registering births was important.  
The First World War started in 1914. Dr Pōmare was made chairman of the Māori Regimental 
Committee, (Alexander, 1966) and using this position, The Military Services Act 1916 included 
Māori, at his insistence (Alexander, 1966; Cody, 1953). Due to the Māori conscription for the 
First World War, which Dr Pōmare promoted at the risk of his political career, both he and 
Ngata were able to push for “more positive policies including the resolution of the confiscation 
grievances” (Butterworth, 2012).  
In 1918, Dr Pōmare gave up politics again, but this time, specifically for Māori health. The 
influenza plague was in New Zealand, killing more people than the four years of war (Cody, 
1953). Twice, Dr Pōmare caught influenza, and Cody (Cody, 1953) believes that this 
contributed to him dying at a comparatively young age. This theme of dedication to Māori has 
been shown right throughout Dr Pōmare’s life. 
Dr Pōmare did not just do what he could for Māori. He inherited the title of Minister of the 
Cook Islands in 1916. From this time to 1928, with Dr Pōmare as minister, the funds allocated 
to this portfolio increased by over 500 percent, from £7,500 to £50,000. This improved services 
to Cook Islanders, and allowed their producers to compete in the New Zealand market 
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(Butterworth, 2012). It took him three years to fight the monopoly of fruit trade after 1919, but 
in the end he triumphed (Alexander, 1966; Cody, 1953). He managed to bring the whole 
industry under Governmental control (Alexander, 1966) to kerb possible future monopolisation.  
Dr Pōmare brought the Cook Islands closer to New Zealand in terms of law and education. In 
1915 the Cook Islands Act was created, and closely followed general New Zealand law 
(Alexander, 1966). Dr Pōmare did so much for the Cook Islanders, they gave him a “large silver 
loving-cup” with a “memorial of thanks,” which was signed by every adult (Butterworth, 2012). 
In 1923, Dr Pōmare became the Minister of Health. There were two areas in which he made a 
significant contribution, mental hospitals and maternity care. Cody (Cody, 1953) says that as 
the Minister of Health, he did “some of his best work in the field of public health, for both 
Pākehā and Māori.”  
Dr Pōmare wasn’t pleased with the comfort of the patients in mental hospitals, the buildings 
themselves, nor with the fact that all mental illnesses were accommodated in the same place. 
The ratio of staff to patients was also commented on by Cody (Cody, 1953). At Auckland 
Mental Hospital, Dr Pōmare encountered two medical officers, trying to care for nearly 1,000 
patients. Other institutions hadn’t fared much better, and Dr Pōmare told the Cabinet that a 
complete reorganisation of the Mental Hospital Department was necessary for the patients to 
get the care they were entitled to. Cabinet agreed with Dr Pōmare, and so he went about 
reforming their management and housing (Alexander, 1966; Cody, 1953; Duff, 2000). 
Dr Pōmare had to be particularly careful when dealing with the issues of maternity care. The 
recession in the 1920s meant that the Health Department’s budget was cut by £20,000. Internal 
problems led to the medical profession regarding the Department as suspicious. Publicly 
though, Dr Pōmare had to deal with a high level of mortality, from both infants and mothers. 
The Health Department did support the use of aseptic techniques. However, there was 
disagreement over whether this was necessary in childbirth, and concern about the cost of such 
measures. Maternity care was private, from hospitals owned by doctors (Butterworth, 2012). 
This was an important source of income for them, and so that expense would cut into their 
profits. Dr Pōmare understood both sides of the story, the medical and the administrative. In 
1924, Dr Pōmare promoted a campaign that addressed antenatal care, asepsis, hospital policies 
and improved midwifery training. His officials also designed sterilisers that were cheaper, more 
efficient and provided a standard asepsis technique for labour. Around the same time, Dr 
Pōmare wanted to increase public maternity hospitals, or maternity wards attached to public 
hospitals (Butterworth, 2012). This would increase the capacity of all hospitals, and also allow 
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access for people who mightn’t be able to afford private maternity care. In 1927, the incidence 
of puerperal sepsis, which is an infection related to giving birth, fell just after Dr Pōmare lost 
the portfolio (Butterworth, 2012). 
Dr Pōmare was passionate about the segregation of lepers, for their health, as well as preventing 
the spread of leprosy. In 1926, Dr Pōmare arranged for lepers to be transported to a station, 
Makogai, in Fiji, to better facilitate them (Butterworth, 2012). As the Minister of Health, he 
came to an arrangement with Fiji, so that Makogai was a leper haven for New Zealand, and 
many of the islands. The Hinemoa was a floating, temporary leper hospital, picking up patients 
from around the Cook Islands, and taking them to Makogai (Cody, 1953). Dr Pōmare also 
isolated lepers on Quail Island in Lyttelton Harbour (Alexander, 1966). After being minister of 
health, Dr Pōmare was granted his one request; keeping the care of New Zealand lepers in his 
charge (Cody, 1953). 
Land confiscation was still an issue, and in the 1922 election, Dr Pōmare almost lost his seat to 
H. T. Ratana, of the Ratana movement. He then began making his inquiry. He organised a fund 
with which to fight in court for land, and asked people from all over the North Island to 
contribute. Taranaki Māori farmers were asked to contribute from their dairy cheques, which 
then went straight to the account. Another Royal Commission prompted by Dr Pōmare was set 
up in October 1926, to look into the Waitara land block wrongly sold by Teira, and other land 
confiscations (Alexander, 1966; Butterworth, 2012; Duff, 2000). Compensation was 
recommended, on the grounds that some confiscations had been excessive. Taranaki and 
Waikato accepted £5,000 annually, in 1931 and 1947 respectively (Butterworth, 2012). This 
commission helped lay the foundations for the Waitangi Tribunal (Duff, 2000), for future 
claims to be heard, respected, and answered. 
In 1930, Sir Maui Pōmare died on foreign soil, on a health trip to America (Cody, 1953). After 
his death, two volumes of Legends of the Māori, was published. Dr Pōmare, Ngata and Dr Buck 
had divided up between them aspects of Māori culture in 1911. From this, Dr Pōmare was to 
study myths and legends, and he wrote in collaboration with James Cowan (Butterworth, 2012). 
For such a short time on earth, only 54 years, this man achieved many benefits for Māori in 





2.6 TE RANGI HIROA - SIR PETER BUCK 
Ka pu te ruha, Ha hao te rangatahi. 
The old net is laid aside, and the new net goes fishing. 
Dr Buck was given the name Te Rangi Hiroa by his elders, and he used it as his pen name 
(Sorrenson, 2015). Sir Peter Buck (Te Rangi Hiroa) has been a physician, a Māori MP, a 
Minister of the Crown, a Medical officer, second-in-command of the Māori Battalion in WW1, 
an ethnologist working at the Bishop Museum in Honolulu, a Professor of Anthropology at 
Yale, and finally the Director of the Bishop Museum (Ross, 1973). Dr Buck has contributed to 
health and Māori health many times, through the many opportunities presented from the vast 
array of jobs in his career. In his early life, Buck was taught colloquial Māori, and some lore, 
and his love for language and poetry, inspired by his father, gave him a Pākehā upbringing too. 
Buck regarded both of these aspects of his ancestry as equally important, both Pākehā and Māori 
together in one man (Sorrenson, 2015). 
Peter Buck was one of the distinguished old boys of Te Aute College (Beckford & Fitzsimons, 
2013; Roydhouse, 1952). While attending Te Aute, Buck joined their Students’ Association, 
which later grew into the Young Māori Party (Sorrenson, 2015). At the 1897 conference of Te 
Aute College Students’ Association, Buck showed his interest in health by reading aloud a 
paper critical of the sanitary and moral state of Te Whiti’s Parihaka community. (Condliffe, 
1971; Sorrenson, 2015). 
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Buck wrote a public health thesis asking for understanding about psychological factors when 
working with Māori in health (Ross, 1973). Dr Buck also asked for “patience and forbearance” 
when treating Māori, who as a culture have been through a traumatic experience, and are now 
having to adapt to Te Ao Pākehā (Ross, 1973). In 1904, Peter Buck graduated with an M.B and 
ChB (Beckford & Fitzsimons, 2013; Sorrenson, 2015Roydhouse, 1952 #23). Dr Buck would 
later graduate M.D. in 1910, (Beckford & Fitzsimons, 2013; Condliffe, 1971; Roydhouse, 
1952). His thesis was “Medicine amongst the Maoris in ancient and modern times : a thesis for 
the degree of Doctor of Medicine (N.Z.)” (Buck, 1910).  
In 1905, Buck started working for the Health Department as a Medical Officer to the Māori, 
under Dr Maui Pōmare (Cody, 1953; Condliffe, 1971; Ross, 1973; Roydhouse, 1952; 
Sorrenson, 2015). Dr Buck’s work eventually led him around the North Island, where both he 
and Dr Pōmare busied themselves in a combined campaign to improve Māori hygiene, and 
therefore health. Sorrenson says that both Dr Pōmare and Dr Buck increased the population 
recovery that had begun around the turn of the century (Sorrenson, 2015; "Te Rangihiroa: His 
Burial Marks the End of an Epoch," 1954). In Dr Buck’s time as a Medical Officer, from 1905 
to 1909, (Condliffe, 1971) he saw the Māori population, from its lowest point at 45,000, turn, 
and increase to 50,000. Roydhouse (Roydhouse, 1952) says that Dr Buck thought that advance 
a “minor miracle.” Later in life, Dr Buck would confess his amazement at the Māori population 
doubling to 110,000, and his joy that the pillow that was being smoothed by Pākehā at the time, 
wasn’t even needed (Roydhouse, 1952). While improving Māori hygiene around the North 
Island, Dr Buck also acquired a large repertoire of Māori metaphor and simile, and almost a 
complete education of Māori classics and traditions (Roydhouse, 1952).  
In 1908, Buck gave a lecture at the end of the conference in Wellington held by Te Aute 
Students Association, called ‘The Evolution of the Māori.’ (Condliffe, 1971). Before 1923, 
(Sorrenson, 2015) Dr Buck gave a similar lecture called “The Coming of the Māori” as the 
Cawthron Memorial Lecture (Condliffe, 1971; Roydhouse, 1952). Dr Buck gave the same 
lecture at the Pan-Pacific Science Congress in 1923 (Condliffe, 1971; Sorrenson, 2015). 
Condliffe (Condliffe, 1971). says that this is where Dr Buck first caught the attention of the 
Director of the Bishop Museum. The lecture was published and reprinted, so when the Māori 
Purposes Fund Board tabled the idea of another reprint, Dr Buck offered to write a book 
(Roydhouse, 1952). In 1949, Dr Buck’s book, “The Coming of the Māori,” was published 
(Sorrenson, 2015). Roydhouse (Roydhouse, 1952) calls the book a classic, and a romance, 
summarizing some phases of Māori history and culture.  
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Dr Buck was well known in the Northern Māori communities, because of his practice of 
medicine there, so although his venture into politics was unexpected, it was well supported. Dr 
Buck received his political opportunity through the sudden death of Hone Heke Ngapua, the 
MP for Northern Māori, on the 9th of February, 1909 (Births Deaths Marriages and Citizenship, 
1909; Condliffe, 1971; Sorrenson, 2015). Dr Buck attended Heke’s tangihanga (funeral) at 
Kaikohe, and was chosen by James Carroll (Condliffe, 1971; Sorrenson, 2015) and/or Apirana 
Ngata (Condliffe, 1971) to stand in Heke’s place. Dr Buck accepted, and, although several local 
candidates tried to intervene, he was subsequently elected (Sorrenson, 2015).  
The fame Dr Buck had produced rolled over to the next election. In Dr Buck’s campaign, the 
old adage, ‘Cast your bread upon the waters and it will return unto you a thousand-fold,’ 
(Roydhouse, 1952) was proven. Dr Buck was in Sweetwater, on his election campaign, where 
he saw someone who looked familiar. The familiar man called people to listen to Dr Buck, who 
made his speech. After the speech, the man spoke to Dr Buck, saying that Sweetwater had 
already been visited by ten other candidates for the same seat. The man then went on to say “I 
have given these other ten the same reply: ‘My vote is for the man who sewed up my head.’” 
The man took off his hat, revealing a scar down the middle of his head. Years before, this man 
had been tipped off his four-wheeler, while collecting kauri gum, and received a cut, down the 
middle of his head. Dr Buck had sewn up this wound with a darning needle and some silk 
thread. Dr Buck checked on it a few days later, to find it had healed perfectly, despite the ‘bush’ 
surgery (Roydhouse, 1952).  
Dr Buck, after winning back his seat, was made a member of the Native Affairs Committee, 
and was a member of the Executive Council briefly in 1912. (Roydhouse, 1952; Sorrenson, 
2015). Dr Buck also was made Minister in Charge of Cook Islands, the Public Trust, and 
Government Life Insurance Offices (Roydhouse, 1952). During Dr Buck’s time in Parliament 
he spent the parliamentary recesses in the Cook Islands as a medical officer, 1910 in Rarotonga, 
and 1912 to 1913 in Niue (Condliffe, 1971; Sorrenson, 2015). While there, Dr Buck was able 
to study the material culture of Niue and the Cook Islands, and having knowledge of Māori 
already, he was able to publish brief articles on these topics in bulletins and the Journal of 
Polynesian Society (Sorrenson, 2015). Dr Buck also took time during parliament in 1913, to 
volunteer as a Medical Officer for six weeks in his former medical district, as smallpox had 
broken out. Dr Buck was thanked for this by the Minister for Health himself, and undoubtedly 
by the many Māori he helped (Condliffe, 1971). 
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In 1914, Dr Buck tried to attain a Pākehā seat by giving up his Northern Māori seat, and failed 
by 100 votes. The loss didn’t matter however, as Dr Buck and other Māori MPs helped recruit 
Māori volunteers for the war effort, declared in August 1914 (Ross, 1973; Sorrenson, 2015). 
Dr Buck left New Zealand to travel to the Middle East in February 1915 as a Medical Officer 
for World War I. During Dr Buck’s time in the military, he and the rest of the Māori Contingent 
believed they would be put on garrison duty, and not see the war; to Māori, it didn’t give them 
the chance to prove themselves, their mana. Dr Buck made a speech, to implore ranking military 
authorities to allow them to fight among their white kinsmen, which was successful (Condliffe, 
1971). Dr Buck was then transferred to the infantry and was promoted to major on the first of 
March 1916, and appointed second-in-command of the Pioneer Battalion until the 7th of August 
1917, then promoted again to lieutenant-colonel close to the end of the war, between 31st 
October and 2nd December 1918 (Condliffe, 1971; Ross, 1973; Roydhouse, 1952; Sorrenson, 
2015). Dr Buck then took actual command of the Battalion later in the war, and re-joined the 
NZ Medical Staff on the 31st of December 1917 (Condliffe, 1971; "Maori Soldiers' Fund," 
1954; Roydhouse, 1952). Dr Buck kept meticulous diaries of the War, both in detail and 
accuracy, which provided a lot of the Māori history in WWI (Roydhouse, 1952). If not for Te 
Rangi Hiroa, the stories of many Māori would have been lost in the war and since much of 
Māori culture is told through story, this would have been a great loss for their whānau, and 
wider Māori.  
Dr Buck returned from World War I with a D.S.O., the British War Medal, 1914–15 Star and 
the Victory Medal ("Peter Rangihiroa Buck - Military Decorations," 2015; Roydhouse, 1952). 
Dr Buck went back to work with the Department of Health, as the Director of Māori Hygiene, 
Pōmare’s old job (Condliffe, 1971; Sorrenson, 2015). Because of the high Māori mortality of 
the influenza pandemic of 1918, Dr Buck needed to improve health, by way of sanitation (Duff, 
2000). Dr Buck was patient, yet persistent, in spreading his cooperative message among Māori 
leaders, nurses and Medical Officers (Sorrenson, 2015). Māori Councils, overseen firstly by Dr 
Buck, also had some input to the message, as they were empowered by the Health Act 
(Condliffe, 1971) to carry out sanitary works ("50 Years of Maori Self government," 1952). Dr 
Buck gave a report in 1924 of his duties, which covered daily supervision of Māori councils 
and advice on Māori health, culture, life and psychology. Dr Buck also periodically visited 
Māori villages and Health Districts, lecturing and instructing in health and sanitation, along 
with other duties (Condliffe, 1971). 
Dr Buck went on several field trips with Johannes Andersen and Elsdon Best and published 
essays in the Journal of Polynesian society and his study on the Evolution of Māori Clothing 
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(Condliffe, 1971; Roydhouse, 1952; Sorrenson, 2015). He was able to prove that the Māori 
weaving technique, forms of carving, construction and protective works of pā were formed by 
Māori, in New Zealand, and are not seen anywhere else in Polynesia (Roydhouse, 1952). Dr 
Buck, later in 1926, went back to the Cook Islands and then published The Material Culture of 
the Cook Islands in 1927 (Roydhouse, 1952; Sorrenson, 2015).  
In 1927, the Bishop Museum started a five year research programme in Polynesia, to which Dr 
Buck was invited (Sorrenson, 2015). To leave New Zealand, Dr Buck gave up his seniority and 
pension to carry on his life’s work. While at the Bishop Museum, Dr Buck published Samoan 
Material Culture (1930); Ethnology of Tongareva (1932) and Ethnology of Manihiki and 
Rakahanga (1932) (Condliffe, 1971; Roydhouse, 1952). In 1931, Dr Buck was appointed 
trustee of the Barstow Foundation. After Dr Buck’s research fellowship expired, he was made 
the Bishop Museum’s visiting Professor of Anthropology at Yale University. Dr Buck still 
advised the Barstow Foundation, and later the United States Government on Samoan questions 
(Condliffe, 1971). While at Yale, Dr Buck was able to teach on his New Zealand and Pacific 
research, travel extensively and look at museum collections of Pacific artefacts to further his 
studies (Sorrenson, 2015). Dr Buck finished his work at Yale in 1933, and went back to the 
Bishop Museum to later replace the Director in 1936, (Sorrenson, 2015). publishing Mangaian 
Society (1934); Ethnology of Mangareva (1938) while there (Condliffe, 1971; Roydhouse, 
1952). In early 1935, before becoming the Director of the Bishop Museum, Dr Buck made his 
way to New Zealand to give several lectures, visit Māori land development schemes, and to 
finally sell his home, accepting he wouldn’t return (Sorrenson, 2015). 
Dr Buck’s work as a research fellow took him around the Pacific, starting in Western Samoa, 
then going on to other Polynesian island groups, and was published in the Bishop Museum 
Bulletins, the last of which was published posthumously in 1957 (Sorrenson, 2015). Dr Buck’s 
work was also published in several different periodicals (Sorrenson, 2015). Among Dr Buck’s 
publications were Anthropology and Religion (1939) and An Introduction to Polynesian 
Anthropology (1945) (Sorrenson, 2015). 
Sorrenson (Sorrenson, 2015) says that Dr Buck was now a celebrity, in constant demand as a 
lecturer, and received a long list of academic prizes, “the Hector Memorial Medal and Prize in 
1932 and the Rivers Memorial Medal in 1936, the S. Percy Smith Medal in 1951 and the Huxley 
Medal posthumously in 1952.” Dr Buck was elected a fellow of the New Zealand Institute in 
1925, with little publication, (Condliffe, 1971) showing his works were held in high regard. Dr 
Buck was also awarded honorary doctorates from “the University of New Zealand (1937), 
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Rochester University (1939), the University of Hawaii (1948), and Yale (1951)” (Condliffe, 
1971; Sorrenson, 2015). Dr Buck’s doctorate at Yale was conferred upon him with “veneration 
and affection,” and called him “First among those who know the peoples and cultures of the 
Polynesian world” (Condliffe, 1971; Ross, 1973). Finally, in 1946, Dr Buck was appointed to 
the position of Knights Commander of the Order of St Michael and St George, after years of 
delay due to assumptions that he had become an American citizen. Dr Buck was inaugurated 
later in New Zealand, 1949, by Sir Bernard Freyberg. In that year, Dr Buck also received the 
Swedish Order of the North Star (Condliffe, 1971; Sorrenson, 2015).  
Despite Dr Bucks time away from New Zealand, he still kept in touch with Apirana Ngata from 
1925 to 1950, and most of the correspondence has been saved. Sorrenson (Sorrenson, 2015) 
says the letters show Dr Buck’s interest in developments in New Zealand, and concern for 
Māori welfare. Dr Buck’s opinion was valued greatly by Ngata, and Ngata’s by Dr Buck; they 
would even ask the other’s approval before doing something, for example, Dr Buck wouldn’t 
accept the offer to join the staff at the Bishop Museum until Ngata had given his opinion 
(Condliffe, 1971). Dr Buck has been described as Ngata’s alter ego, and Condliffe says there 
was little Ngata did that wasn’t discussed with Dr Buck (Condliffe, 1971).  
Dr Buck returned to New Zealand for the last time in 1949, with bowel cancer (Sorrenson, 
2015). While in New Zealand, Dr Buck attended the Pacific Science Congress, gave many 
lectures, received his knighthood from Governor-General Sir Bernard Freyberg and, along with 
Sir Apirana Ngata who now referred to Dr Buck as his brother, travelled to marae all over 
Aotearoa (Condliffe, 1971; Sorrenson, 2015). Dr Buck then went back to Honolulu, working 
on what Roydhouse called a “labour of great love” (Roydhouse, 1952).  
Dr Buck’s numerous publications show the lengths he went to, to preserve not just Māori 
culture, but Pacific culture as a whole (Ross, 1973). Explaining the differences in culture was 
important to Dr Buck; he would occasionally “explode with anger” toward Pākehā attempting 
to load Polynesians with burdens they are unaccustomed to. Dr Buck explained “the lazy 
Polynesian is a myth created by members of a different culture because the Polynesians will 
not do everything the other requires” (Ross, 1973). 
The balance between Pākehā and Māori in Dr Buck is a theme shown throughout his life, as he 
himself asserted he was “binomial, bilingual, and inheritor of a mixture of two bloods, which 
he would not have changed ‘for a total of either.’” (Ross, 1973). The balance is shown from Dr 
Buck’s formative years with his kuia (grandmother) teaching him Māori lore and language, and 
his father encouraging his love of English poetry, through his English medical training, at the 
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end of which he was taught old songs and traditions of Māori, through to the end of his life, 
giving Pākehā an insight to Māori and Polynesian societies, which in turn helped, and still will 
help, with cultural competence, needed even today (Sorrenson, 2015). Bennett (Bennett, 1955) 
says Dr Buck’s background enabled Dr Buck to lend a warm feeling to legends, chants and 
genealogies of his ancestors, and also gave him the qualification to write the “story of 
Polynesia.” As a medical doctor, politician, soldier, anthropologist, ethnologist, Knight and 
man of great mana, Dr Buck brought many races of men to understanding and peace through 
his wisdom and greatness of heart (Condliffe, 1971; Ross, 1973).  
Peter Fraser, Prime Minister and Minister of Māori Affairs, in a foreword to The Coming of the 
Māori, said that Dr Buck was one of New Zealand’s greatest sons, comparing him to New 
Zealanders at the top of their respective fields, because that’s what he was (Ross, 1973). 
Scientists in U.S.A said that Dr Buck was the greatest New Zealander to come to America since 
Lord Rutherford ("Te Rangihiroa Now Rests in His Homeland," 1953). Ross (Ross, 1973) says 
Dr Buck was the greatest Māori scholar, “a leader in action as well as in thought.” The many 
awards Dr Buck received show how much of an impression he left on this world, not just New 
Zealand. Te Rangi Hiroa did so much, not just for Māori, but Polynesians as a whole, by 




2.7 TUTERE WI REPA 
He tohe ka tutuki 
Success through tenacity 
Wi Repa was a committed Māori doctor who put his medical training directly to the service of 
his people (Jackson, 2012). Wi Repa didn’t venture into politics to make overhauling changes 
to the health system, or head overseas and obtain international recognition (Jackson, 2012). 
Instead, Wi Repa spent his life in the East Coast of Aotearoa working as the first Māori GP in 
the region utilising his skills and knowledge to directly benefit the community (Jackson, 2012; 
Ngata, 2002). Wi Repa was a man who led by example.  
Wi Repa went to the University of Otago with Dr Buck in 1899 to start his medical training 
(Beckford & Fitzsimons, 2013; Jackson, 2012). Wi Repa quickly became involved in university 
life, joining the students’ association, and staying active; joining the rugby, cricket and tennis 
clubs (Jackson, 2012; Mackay, 1949). Wi Repa graduated in 1908, MB ChB, and began work 
as a junior house surgeon at Dunedin Hospital (Jackson, 2012; Mackay, 1949; Ngata, 2002). 
Later Wi Repa moved to Te Karaka, north west of Gisborne, and went into private practice 
(Jackson, 2012; Mackay, 1949). However, according to Ngata (Ngata, 2002), Wi Repa was 
unable to take up a position at Te Karaka because he was Māori. In 1912, Wi Repa set up a 
practice in Te Araroa, becoming the resident Native Medical Officer there (Jackson, 2012; 
Ngata, 2002).  
Sanitation was a field of interest in which Wi Repa believed there was a need for improvement. 
Wi Repa wanted to prevent outbreaks of diseases such as tuberculosis and typhoid fever 
(Jackson, 2012). Wi Repa was “severe on those who scorned new methods and ideas for 
improving community health, and through his persistence his views eventually prevailed” 
(Jackson, 2012). The acceptance Wi Repa achieved brought professional satisfaction, obviously 
what he was seeking as it brought no financial satisfaction, as many patients could not afford 
to pay him (Jackson, 2012; Mackay, 1949). This professional satisfaction is seen in the lengths 
Wi Repa went to, to provide health services. Wi Repa was noted to have travelled on horseback, 
along deeply muddy tracks to respond to calls, anytime and anywhere (Jackson, 2012). District 
nurses mostly helped Wi Repa at the many births he attended, but also assisted in other areas 
of his practice (Jackson, 2012).  
Wi Repa was greatly involved in his community, being a member of the Matakaoa County 
Council, the Hicks Bay Harbour Board, and the Te Araroa Native School Committee, with 
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many other commitments. In 1913, Wi Repa was a member of Te Whakakotahitanga, 
attempting to re-establish the Kotahitanga movement (Jackson, 2012). This movement was for 
the unity of Māori, at first it was tribal unity, then it moved to be parliamentarian and religious 
as it was picked up by Ratana and his representatives on the four Māori parliamentary seats 
(Keane, 2015). Wi Repa was recognised as a fluent orator, both in Māori and English, a man in 
demand at public occasions, on marae, and in schools, lecturing on Māori health and history 
(Jackson, 2012). Wi Repa’s attempts to get funding for research into tuberculosis and to 
subsidise his work was refused by the Health Department (Ngata, 2002). However, whilst 
farming and practicing medicine (Ngata, 2002). Wi Repa still managed to compile a thorough 
study of tuberculosis trends in the area (Jackson, 2012).  
Wi Repa contributed regularly to multiple publications on a range of topics (Jackson, 2012). 
Wi Repa was a proficient writer of both Māori and English, (Jackson, 2012; Mackay, 1949) so 
was able to contribute to Ngata’s collection of waiata (song/prayer) and moteatea (songs and 
chants) (Jackson, 2012). In 1918-9, Wi Repa wrote the history of Te Whetu-Matarau pā as an 
authority on the Māori history of Poverty Bay (Jackson, 2012).  
Paratene Ngata said that Wi Repa became disillusioned with the medical and health service 
world, as he rarely received a word of thanks (Ngata, 2002). Although Wi Repa’s relationships 
with other health professionals was sometimes bitter and difficult, he carried on working in Te 
Araroa (Ngata, 2002).  
When Merewhati Wi Repa died, in 1926, Wi Repa moved to Hicks Bay, but he still rode his 
horse around the area, and to Te Araroa (Jackson, 2012). After years of public service, Wi 
Repa’s public commitments started to reduce. When the Hicks Bay Harbour Board began 
winding up, Wi Repa gave up being a county councillor, and withdrew from administration of 
local affairs (Jackson, 2012). The Social Security Act 1938 gave Wi Repa a better financial 
outlook, as it guaranteed him payments from public funds for his medical work (Jackson, 2012). 
Wi Repa supported the amalgamation of Māori land titles, but never sold shares, instead he 
would exchange them (Jackson, 2012).  
During WWII, Wi Repa was the main speaker at most farewell events for local soldiers, and 
often went with the postmaster around the area, delivering telegrams announcing the deaths of 
loved ones to the mainly Māori families of the area (Jackson, 2012). Wi Repa was sad to see 
the loss of lives he helped bring into this world, and mourned with the families (Jackson, 2012). 
Due to Wi Repa’s declining health, he was only occasionally able to welcome home survivors 
of the war (Jackson, 2012).  
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Wi Repa died on the 25th of October 1945 (Jackson, 2012; Mackay, 1949). He had the deepest 
respect and affection of the people of Te Araroa and Hicks Bay due to his selfless service 
(Jackson, 2012). 'He tohe ka tutuki' (success through tenacity) was Wi Repa’s suggestion for 
Te Araroa Native District High School’s motto, a motto he obviously lived by and is 




2.8 EDWARD ELLISON 
Kāore te kumara e kōrero mō tōna ake reka 
The kumara (sweet potato) does not say how sweet he is 
Dr Edward P. Ellison was raised on a small dairy farm, where he saw numerous tangi (funeral) 
processions pass him by on the road. Although Ellison’s father wanted him to study law like 
another of his sons, the mortality rate of Māori convinced Ellison to study medicine (Ihaka, 
1963). Ellison first studied science at the University of Otago in 1912-3, and then in 1914 
entered Medical School, graduating MB ChB in 1919 (Ellison & Brons, 2012). 
Dr Ellison became Chief Medical Officer for Niue later in 1919 (Ellison & Brons, 2012; Ihaka, 
1963), when he moved to the Islands for his daughter’s health (Ihaka, 1963). While in Niue, Dr 
Ellison became deeply interested in tropical diseases and leprosy. At Niue, Dr Ellison was also 
the deputy resident Commissioner for three years (Ihaka, 1963). Later, Dr Ellison was made the 
Medical Officer, Resident Magistrate and Resident Commissioner of the Chatham Islands 
(Ellison & Brons, 2012; "Haere Ki O Koutou Tipuna - Dr E. P. Ellison," 1964; Ihaka, 1963). 
From 1919 onwards, Dr Ellison had yet more roles, as “coroner, sheriff, and as the chairman of 
the licensing committee” (Ellison & Brons, 2012). 
In 1925, Dr Ellison went back to Otago University for a post-graduate course in surgery, later 
travelling to Samoa to study tropical diseases (Ihaka, 1963). Dr Ellison then travelled to 
Makogai Island in Fiji, to study under a specialist on leprosy (Ellison & Brons, 2012; "Haere 
Ki O Koutou Tipuna - Dr E. P. Ellison," 1964; Ihaka, 1963). Dr Ellison wrote an important 
paper on leprosy while there (Ellison & Brons, 2012). After this, Dr Ellison was made the 
Medical Officer and Deputy Resident Commissioner to the Cook Islands, and in 1927, was 
called back to New Zealand to become the Director of the Division of Māori Hygiene ("Haere 
Ki O Koutou Tipuna - Dr E. P. Ellison," 1964; Ihaka, 1963,  #28). 
Dr Ellison worked with the Māori leaders of the day, such as Sir Apirana Ngata, writing 
advisory articles on the treatment of dysentery and influenza in the journal Te Toa Takitini 
(Ellison & Brons, 2012). Because of Dr Ellison’s experience of treating typhoid in the Pacific 
Islands, he was a valuable asset in dealing with the same disease in New Zealand (Ellison & 
Brons, 2012). In Te Kaha, the source of typhoid was difficult to find, but Dr Ellison’s intuition 
led him to the hypothesis that the water supply was infected, later confirmed by testing (Ellison 
& Brons, 2012). In Rotorua, another serious outbreak had occurred, and when Dr Ellison 
recommended improvements on diet and sanitation, the problem was eased (Ellison & Brons, 
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2012). While still in New Zealand, Dr Ellison worked with the Census and Statistics Office, 
collecting more accurate statistics for Māori health (Ellison & Brons, 2012). 
Dr Ellison left New Zealand in 1931 to return to the Cook Islands, where he was again the Chief 
Medical Officer for another fourteen years (Ellison & Brons, 2012). Dr Ellison also became a 
Commissioner of the High Court (Ihaka, 1963). For thirteen years ("Haere Ki O Koutou Tipuna 
- Dr E. P. Ellison," 1964) Dr Ellison had to deal with large health problems, with little resources. 
The Rockefeller Foundation assisted Dr Ellison financially to deal with the widespread 
tapeworm disease in the islands, through mass inoculation and the improvement of ground 
sanitation (Ellison & Brons, 2012). Dr Ellison set up a child welfare programme, involving 
nurses visiting remote villages, and evoked some healthy competition by presenting a cup 
named after himself to the village with the best child welfare record (Ellison & Brons, 2012).  
Dr Ellison’s skills as an administrator and leader were proven in the 1934 hurricane which 
damaged Rarotonga’s port and hospital (Ellison & Brons, 2012). Aid from New Zealand was 
sent, but by the time it arrived, there was already reconstruction happening and the hospital had 
been reopened. Dr Ellison then used the aid ship to collect lepers to isolate them to a remote 
island (Ellison & Brons, 2012). Dr Ellison later dealt with an outbreak of German Measles, 
converting churches and schools into temporary hospitals, which meant patients avoided the 
potentially fatal local treatment of cold showers (Ellison & Brons, 2012). Dr Ellison set up a 
programme to remove stagnant water around homes, which had the effect of reducing the 
number of mosquitoes and thereby reducing filariasis (Ellison & Brons, 2012). When World 
War II spread to the Pacific, Dr Ellison stayed in the Cook Islands to help (Ihaka, 1963). 
Dr Ellison returned to New Zealand in 1945, to a private practice in Manaia, Taranaki (Ellison 
& Brons, 2012; "Haere Ki O Koutou Tipuna - Dr E. P. Ellison," 1964; Ihaka, 1963). Here, Dr 
Ellison and his wife remained quite active in community and sports groups (Ellison & Brons, 
2012). Later, in 1956, Dr Ellison retired to Hawke’s Bay, (Ellison & Brons, 2012; "Haere Ki O 
Koutou Tipuna - Dr E. P. Ellison," 1964; Ihaka, 1963), where he died in 1963 (Ellison & Brons, 
2012). 
Over the course of Dr Ellison’s life, he received many awards, and turned some down because 
of his humility (Ihaka, 1963). In 1935, Dr Ellison was given the King George V Silver Jubilee 
Medal, and three years later was appointed an O.B.E. for “his long and dedicated services to 
the Polynesian people” (Ellison & Brons, 2012; "Haere Ki O Koutou Tipuna - Dr E. P. Ellison," 
1964; Ihaka, 1963). Nearly twenty years later, Dr Ellison turned down a higher honour, as Ihaka 
states “he felt that he was not the man fit enough to receive such a high honour” (Ihaka, 1963). 
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Ihaka says this is an example of a humble man, in service to God, to Queen and to Country 
(Ihaka, 1963). In 1953, Dr Ellison received Queen Elizabeth II's Coronation Medal (Ellison & 
Brons, 2012). 
Dr Ellison’s selfless services meant that many people held him in high regard. Dr Ellison acted 
as the honorary president of the Canterbury Tribal Executive ("How to Remain Maori: A 
Conference in Christchurch," 1956). Dr Ellison made the trip from his retirement near Napier, 
and was called the “kaumatua [(elder)] of the South Island” ("How to Remain Maori: A 
Conference in Christchurch," 1956). Schwimmer also refers to Dr Ellison as an elder of the 
tribe (Schwimmer, 1957). Dr Ellison is remembered as a big man, physically, morally, in his 
nature and in ability; strong and determined to the point of obstinance, and devoted to the people 
of Polynesia (Ellison & Brons, 2012; Ihaka, 1963). Due to Dr Ellison’s Māori background, he 
was able to gain greater insight and understanding in Polynesian ways (Ellison & Brons, 2012). 
Unlike others who went to Te Aute, Dr Ellison was not in the fore of politics; he went about 
healthcare in his own way, making his own mark on health (Ellison & Brons, 2012). Ihaka calls 
both Dr Ellison and his wife charming, hospitable and humble, who made their mark in 
contribution to Māori, country and Commonwealth, and to the Church (Ihaka, 1963). 
A whakataukī (Māori proverb) that describes Dr Ellison is; 
Kāore te kumara e kōrero mō tōna ake reka. 
The kumara (sweet potato) does not say how sweet he is. 
Dr Ellison was a man who was humble and led by example, first by becoming a doctor, then in 
later life involving himself with his community, and sports, which we know is a good way to 




2.9 RICHARD GRACE 
There is very little literature about Richard Grace, the fifth Māori doctor in the history of 
Aotearoa NZ. Grace was sent to study in Edinburgh in 1914 as a medical student. ("Haere Ki 
O Koutou Tipuna - Dr R. F. T. Grace," 1964). Later, Dr Grace served in the Royal Air Force as 
a senior neuropsychiatric specialist during World War II ("Haere Ki O Koutou Tipuna - Dr R. 
F. T. Grace," 1964; Hayton, 1999). After the war, Dr Grace became the consultant 
psychotherapist in London, at the National Hospital ("Haere Ki O Koutou Tipuna - Dr R. F. T. 
Grace," 1964). 
‘The Times’ believed Dr Grace’s “northern forebears and northern training” made him a good 
physician ("Haere Ki O Koutou Tipuna - Dr R. F. T. Grace," 1964). ‘The Times’ went on to 
say Dr Grace’s appearance was of a “chieftain of long descent” and his ancestry gave him an 
endearing cheerfulness ("Haere Ki O Koutou Tipuna - Dr R. F. T. Grace," 1964). Te Ao Hou’s 
obituary for Dr Grace called him a “distinguished doctor of Maori descent” ("Haere Ki O 
Koutou Tipuna - Dr R. F. T. Grace," 1964). Hayton gathers the opinions of many people, and 
key themes running through each account is the humility and sympathy Dr Richard Grace 
possessed (Hayton, 1999). Dr Grace was remembered by his peers as a hardworking man; his 
days mostly ran from 8am-7:30pm, while also being on call (Hayton, 1999). Dr Grace showed 





2.10 LOUIS POTAKA 
Dr Louis Hauiti Potaka grew up in Utiku, named after his grandfather (Young, 1999). Potaka 
attended Wanganui collegiate from 1915 to 1919, where he became a corporal in the cadets and 
a prefect in his last year (Young, 1999). Partway through Potaka’s education his father was 
diagnosed with terminal tuberculosis (Young, 1999). Young conveys to us that this illness 
created a desire within Potaka, to “seek the answers and understand the reasons why his father 
should suffer so long,” and become a doctor (Young, 1999). Potaka discussed this with his Aunt 
Ada and Uncle Wilson, and due to the financial strain put upon the family by Potaka’s father’s 
illness, Aunt Ada agreed to financially support Potaka at Otago Medical School (Young, 1999).  
Potaka entered Otago Medical School in 1920 (Young, 1999). Potaka completed his studies in 
1929, and graduated MB ChB in 1930. Dr Potaka then went to Nelson Public Hospital to be the 
Acting House Surgeon for eighteen months (Young, 1999). During this time, Dr Potaka gave 2 
papers to the Nelson Clinical Society, “Leucocytosis in Appendicitis” (April 1928) and 
“Varicose veins cured by the Injection Method” (April 1929) (Young, 1999). 
Dr Potaka applied for the position of Murchison’s Medical Officer (MO) (Telegraph - Press 
Association, 1936; Young, 1999). Part of the agreement Dr Potaka made with the Nelson Health 
Board (NHB) was that a proper house was to be found for him ("Doctor Stalemates Board," 
1930). Soon after the agreement was made, a problem arose. The Medical Officer’s residence 
had renovations, and Dr Potaka was unable to live in it (Young, 1999). The NHB had previously 
asked the Murchison County Council (MCC) to put the house in order, and a member of the 
MCC mentioned in a meeting in May, 1929, the house “required certain repairs” (Young, 1999). 
Dr Potaka wrote a letter to the MCC saying that unless a change to the renovations was made, 
he would only use the house as a consulting room ("Doctor Stalemates Board," 1930). In that 
letter, Dr Potaka said that because the agreement with the NHB was for a salary and a 
satisfactory house, and said the house hadn’t been supplied, he did not feel bound by the 
contract and would leave when it suited him ("Doctor Stalemates Board," 1930). The MCC 
took this to mean Dr Potaka was resigning, and forwarded his letter to the NHB ("Doctor 
Stalemates Board," 1930). As Dr Potaka had not said he was resigning, this put a strain on an 
already damaged relationship ("Doctor Stalemates Board," 1930). Dr Potaka then sent a tiny 
tots A.B.C.’s book to the two county officers, presumably as a message that they need to learn 
basic English; a toy set of building materials, possibly to facetiously ‘help’ with the house still 
under repairs; and finally a sleeping draught, maybe so the two officers could sleep at night 
("Doctor Stalemates Board," 1930).  
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During this time, Dr Potaka worked out of a hotel, using the room next to his in order to provide 
a place to work (Young, 1999). On October 1st, 1930, the MCC asked Dr Potaka to resign, and 
leave, which he refused to do (Young, 1999). Then Dr Potaka received a note from the Nelson 
Health Committee Administration Board, saying he was “sacked as the MO for Murchison” 
(Young, 1999). After lawyers asked for “additional evidence,” the NHB minutes read “hospital 
solicitors are of the opinion that there were insufficient grounds to dismiss Dr Potaka” (Young, 
1999). Around this time, it was put to the MCC that Dr Potaka receive “possession of his house 
and an amicable settlement made,” to which the Council “resolved to take no action in the 
matter” (Young, 1999). The NHB rescinded their dismissal of Dr Potaka just after the MCC 
refused Dr Potaka a house (Young, 1999). The MCC received the news of Dr Potaka staying, 
so when they were told the current tenant of the Medical Officer’s house was leaving at the end 
of the month, they decided that it would “be let to the County Clerk” (Young, 1999). Two 
women went before the Council six months later, on June third 1931 (Young, 1999). The 
women said “unless the Doctor secured a house he intend[s] to leave the district,” to which the 
Chairman replied “as far as the Council [is] concerned it ha[s]no interest in Dr Potaka. The 
NHB had engaged him and [is] responsible” (Young, 1999). The MCC then put out an 
advertisement in the Evening Post for a Medical Officer, offering set term of three years with 
an annual subsidy of 200 pounds, a private practice, and a free residence ("Advertisements," 
1933). 
The work Dr Potaka did in the hotel room ranged from consultations to dental work (Young, 
1999). The conditions Dr Potaka had to work in have been described as primitive, but he did 
use the hospital for more serious matters, such as an abscess in a child’s eye (Young, 1999).  
There are many positive recollections of Dr Potaka, showing the aroha the Murchison 
community had for him (Young, 1999). The community was “very sorry” when Dr Potaka left 
them (Young, 1999). Dr Potaka was a stand in vet and dentist, while being an excellent “baby 
doctor” and “bone doctor” (Young, 1999). Dr Potaka was a “rather likeable little chap and was 
well liked, so fitted in very well” (Young, 1999). Dr Potaka was described as being a very good 
doctor, coping with what he worked under “extremely well” (Young, 1999). Dr Potaka was 
called to a lady in childbirth during a storm, in a story recounted in Young’s biography of Dr 
Potaka (Young, 1999). The story is filled with danger and determination, as Dr Potaka crosses 
twenty feet above a flood, on a eighty foot long water pipe, to get to his patient during the storm 
(Young, 1999). The extended family of the lady who Dr Potaka attended that night held him in 
high regard, and spoke of him “with sincere affection” (Young, 1999).  
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In late 1933, Dr Potaka was made the Temporary House Surgeon at Nelson Public Hospital, 
where he was recruited to go on the second Byrd Antarctic Expedition (BAE2) (Telegraph - 
Press Association, 1936; Young, 1999). Dr Potaka came highly recommended, with a fee of 
350 pounds (Young, 1999). Within the space of a fortnight, Dr Potaka was called upon for an 
operation on the cervical glands of one man and a few days later an emergency appendectomy 
on another (Young, 1999). Byrd, the leader of the expedition, said Dr Potaka cut “deftly and 
with sureness” (Young, 1999). In September, Dr Potaka gave instruction for “no physical labour 
to be undertake in temperatures lower than - 45 degrees on account of frosting of the lungs” 
(Young, 1999).  
Dr Potaka started suffering from what was thought to be snow blindness, though with no other 
doctor to diagnose him, he couldn’t be sure (Young, 1999). Dr Potaka self-prescribed cocaine 
drops for his eye, which was used as a painkiller at the time (Young, 1999). Dr Potaka’s eyes 
still hadn’t healed after eighteen days, and snow blindness typically clears up within two to 
three days. Dr Potaka’s eyes were also described as bulgy and milky by the other members of 
the crew (Young, 1999). Young said Dr Potaka seems to have enjoyed the Antarctic Expedition; 
at the end of his travels, Dr Potaka said “I am glad to get back, but I would not say I have not 
enjoyed the experience” (Young, 1999). Young also states Dr Potaka earned the respect of more 
than fifty men. Byrd seems to confirm that sentiment, calling Dr Potaka a “wonderful success” 
(Young, 1999).  
Dr Potaka’s eyes never fully recovered, but he was well enough to begin his work in Takaka as 
a locum tenens for Dr Bydder, after his journey to the Antarctic (Telegraph - Press Association, 
1936; Young, 1999). Dr Potaka also became the Native Medical Officer (NMO) at the 
recommendation of Dr Bydder, and was paid a small subsidy to look after Māori families in the 
area (Young, 1999). When Dr Bydder left, Dr Potaka was made the locum tenens, but Sister 
Lynda Hyland was made Dr Bydder’s power of attorney (Young, 1999). Based on letters Young 
received, Sister Hyland looks to be a very structured and regimented person, called a “very 
bossy person” by one, “confident and assertive,” and dedicated to a professional “management 
routine” by another (Young, 1999). On the other hand, Dr Potaka was described as a more 
relaxed person, “working part of each week for himself” as Dr Bydder put it (Young, 1999).  
After Dr Potaka’s death, Mr Page, a member of the Takaka community, said “the people of 
Takaka felt they had suffered a grievous loss. Dr Potaka was full of sympathy for those in 
distress and he would attend patients irrespective of prospects of receiving remuneration” 
(Young, 1999).  
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Sister Hyland was also reporting back to Dr Bydder, who arrived back in Takaka “unannounced 
and unexpectedly” according to Dr Potaka (Young, 1999). Dr Potaka also said Dr Bydder gave 
him “two hours’ notice and threatened to prevent [him] taking a locum elsewhere in New 
Zealand” (Young, 1999). Dr Potaka also said that both Dr Bydder and Sister Hyland were 
“verbally abusive…both yelling at me…and saying they would put my things out” (Young, 
1999).  
Many of the residents in Takaka wanted Dr Potaka to stay, even though he had only worked 
there for nine months (Young, 1999). Dr Potaka proceeded to set up his own practice in Takaka, 
advertising and treating patients, with the knowledge that in the Medical Handbook there is a 
passage stating that this is dishonourable (Young, 1999). Dr Potaka’s explanation for his actions 
were that this rule was applied in “normal circumstances” and that his case was abnormal, due 
to Dr Bydder’s treatment of him (Young, 1999).  
Young does not feel persuaded by this argument, but gives the reader the evidence Dr Potaka 
gave, to let the reader make their own decision (Young, 1999). There were four main points Dr 
Potaka made: Dr Bydder gave no notice of his return; he then gave Dr Potaka only two hours 
in which to leave; Dr Bydder refused to listen to Dr Potaka’s explanation, and Dr Bydder 
threatened to prevent Dr Potaka from taking a locum tenens elsewhere in New Zealand (Young, 
1999). In a letter to Byrd Dr Potaka also states that he is owed 446 pounds and two shillings 
from Dr Bydder, and asks Byrd to back him by 500 pounds which Byrd refuses (Young, 1999). 
But Dr Potaka was backed by people in Takaka; some of them formed a Medical Association 
and bought a house for him; a large property nearby was leased as a nursing home for Dr 
Potaka’s patients, and a car was bought for him to use (Young, 1999). The community also 
presented a petition to the Minister of Native Affairs, to show their support of Dr Potaka 
becoming the NMO for Takaka (Young, 1999). The authorities were advised that this action 
would be unfair to Dr Bydder, and Dr Potaka mightn’t remain in Takaka, but in their opinion 
“it is not unreasonable to allow the Māoris to have the Medical Officer of their choice provided 
continuity of service can be guaranteed” (Young, 1999).  
In June, a report by the Ethical Committee declared that Dr Potaka had broken the ethics of his 
profession by his conduct (Young, 1999). In a later meeting, the opinion of the Nelson Division 
of the Ethical Committee was that Dr Potaka could either leave soon, or be punished by “the 
penalty of contravening Section 12 page of the Medical Ethical handbook” (Young, 1999). Dr 
Potaka wrote to the division two weeks later, refusing to accept their decision (Young, 1999). 
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A petition for Dr Potaka was circulated in July, 1936 by support within the community; “we, 
the undersigned, desire to affirm that Dr. Louis Hauiti Potaka had no option but to ‘set up in 
practice in Takaka,’ has acted in every way up to the instincts of the Medical Profession and 
retains our utmost confidence” (Rose, 1936). Young asks whether Dr Potaka was caught up in 
the politics of the time, as there were some people in the community who did not like Dr Bydder, 
and maybe encouraged Dr Potaka to set up his own practice in competition (Young, 1999).  
On September 30th, Dr Potaka travelled to Dave Mason’s house, to ask his friend to travel to 
Nelson with him that Friday. Dave agreed, and on October 2nd both he and Dr Potaka started 
out (Young, 1999). Partway through the journey, Dr Potaka said that he wanted to burn some 
papers, and so the pair pulled over (Young, 1999). Dave stayed with the papers to make sure 
they burnt, and Dr Potaka went back to the car, and he drove off, leaving Dave (Young, 1999). 
Dave, and a friend who gave him a ride, caught up to Dr Potaka who emerged from the bush, 
telling the pair that he was finished; he had taken a big dose of morphine (Young, 1999). Dr 
Potaka died later that day (Young, 1999). Dave, when questioned after Dr Potaka’s death, 
produced a card saying on one side, “A hopeless position. Life just as impossible as death. 
L.H.Potaka” and on the other, “My good friends, forgive me. L.H.P” (Young, 1999).  
Dr Brunette, the doctor who pronounced Dr Potaka dead, recalled a different note, “On the body 
a note was found to the effect that he had injured his eyes seriously while in the Antarctic and 
had not slept properly since January, 1935, and that death will be a relief” (Telegraph - Press 
Association, 1936; Young, 1999). 
Young sometimes poses questions which the reader must be wary of. Although Young has 
prefaced these questions at the start as opinion or speculation, with the possibility of fiction in 
the mix, this biography is well written, and it is easy to be drawn in and read questions as solid 
theories, if not fact (Young, 1999). The dates are somewhat hard to follow, somewhat detracting 
from the writing and distracting the reader, but again, Young has said he has accepted what 





2.11 GOLAN MAAKA 
Dr Golan Haberfield Maaka was born on the 4th of April 1904 in Takapau, Hawke’s Bay 
(Haami, 2012). Maaka spent his early years in Takapau and Waimarama, attending the native 
school. Maaka was sent to Heretaunga School, in Hastings, where he shone intellectually; so at 
the age of ten, Maaka was admitted to Te Aute College. As a sixteen year old, Maaka 
maintained his own studies, whilst also working as an assistant teacher there (Haami, 2012). 
Due to later disagreements with the headmaster, Maaka left Te Aute and went to Dannevirke 
High school, where he showed how well-rounded he was (Haami, 2012). Maaka captained the 
2ndXV football team, and played for the 1stXV; won the school shooting championship and 
was Lance Corporal (Haami, 1995, 2012). Maaka also had a great musical ability; he could hear 
a tune once and play it by ear (Haami, 1995). Maaka’s academic prowess also came through 
when a boarding house fire made them sleep in tents (Haami, 1995, 2012). Maaka’s studies 
carried on, and he passed his standard public entrance exam matriculating in 1922 (Haami, 
1995, 2012). 
Sir Maui Pōmare gave Maaka an education grant, so Maaka could study medicine, but to enrol, 
Maaka had to speak French (Haami, 1995). Maaka took a two year course of French, condensed 
it into six months, and passed (Haami, 1995). Maaka enrolled at the University of Otago 
Medical School. His family sent him all the money they could spare (Haami, 1995). Maaka still 
did what he could with finances, he worked in a shearing gang for a time, and wore sacks for 
clothes sometimes, doing what he could to ease the financial burden (Haami, 1995). However, 
this didn’t affect Maaka’s study; he had a photographic memory and passed his exams with 
flying colours (Haami, 1995). Maaka, aided by a relative, a Rātana representative, wrote a 
preventive medicine dissertation on the “health practices at Ratana pa,” at a time when “any 
publicity was frowned upon” (Haami, 2012). Maaka’s dissertation covered overcrowding, clean 
water and empirical treatments of the tohunga (Haami, 1995). 
Maaka worked at Napier hospital during the 1930’s (Haami, 2012). During Maaka’s time there, 
the 1931 Hawkes Bay earthquake struck (Haami, 1995, 2012). Maaka was involved in medical 
relief work and in setting up residential camps for the homeless (Haami, 1995, 2012). After this 
Maaka was an intern at Wellington Hospital later in 1931, and finished studying in 1932 
(Haami, 2012). 
Dr Maaka graduated MB ChB in 1937 (Haami, 2012). A year later, Dr Maaka left his job at 
Napier Hospital as senior house surgeon, to help in Central China (Haami, 1995, 2012). Dr 
Maaka joined the Far East Relief Fund and was in Yichang after July 1938 treating a variety of 
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medical problems faced by war victims, for example “venereal disease, cholera, typhoid, 
malaria and malnutrition” (Haami, 2012).  
Dr Maaka gained a vast experience from doctors around the world who were working with him 
there. He learnt Mandarin and some Eastern medicine during his stay in Yichang, but his time 
was cut short due to the threat of invasion (Haami, 2012). Dr Maaka then caught a boat to 
Wellington (Haami, 2012). Because of his experience abroad, he sometimes combined both 
Eastern and Western medicine, for example using acupuncture for anaesthetic (Haami, 1995).  
When Dr Maaka requested to work with the 28th New Zealand Battalion for the Second World 
War, he was instead taken by the Department of Health to be a venerologist in New Zealand 
(Haami, 2012). Dr Maaka was sent to the Bay of Plenty where the Māori population had a high 
rate of syphilis (Haami, 2012). Dr Maaka was then sent to Kawakawa, in Northland; again to 
help with venereal disease, and also tuberculosis (Haami, 2012). While in Kawakawa, Dr 
Maaka immunised many people against venereal infections and although people did not always 
consent, this could have been a reflection of the paternalistic medical system at the time or Dr 
Maaka himself (Haami, 1995). Dr Maaka also worked with district nurses, improving Māori 
health where they could (Haami, 2012).  
The next thirty-five years of Dr Maaka’s life was spent in Whakatane as “one of the first full-
time Maori GPs” (Haami, 2012). As WW2 was in progress, building in New Zealand was 
“strictly controlled,” and loans were “hard to come by for professional Māori” (Haami, 2012). 
Thanks to the kindness of Dr Maaka’s father-in-law Albert Stewart, Dr Maaka was able to buy 
a house, and start his practice in his family home (Haami, 2012). By Dr Maaka using his own 
home, it created a familial atmosphere, and to contribute to this, he stopped wearing his white 
coat (Haami, 1995). Dr Maaka’s patients would start arriving two hours before he opened as he 
didn’t take appointments; during the day the house was understandably full of people, the line 
spilling out onto the lawn (Haami, 1995). Patients would talk to each other, and be welcomed 
into the family home, and Florence, Dr Maaka’s wife, was in the kitchen making food for the 
crowds, and was also there to lend an ear; some of Dr Maaka’s patients would have a cup of tea 
and a talk with Florence and not even need to see the doctor (Haami, 1995). Dr Maaka would 
also korero (speak) a lot with his patients; Haami says Dr Maaka sometimes spent up to an hour 
talking with his patient about their whakapapa before he would discuss their illness (Haami, 
1995). Because of all the korero Dr Maaka had, he was regarded as a man with great knowledge 
about Whakatane and its surroundings, and their history (Haami, 1995). He was also able to 
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build rapport by explaining things simply, Haami says that Dr Maaka was sometimes regarded 
as more of a friend, as opposed to a GP (Haami, 1995). 
At one stage, Dr Maaka treated the rangatira of the Tūhoe iwi, who had a cyst, and from then 
on, the Tūhoe iwi saw no other GP (Haami, 1995). But many people, Māori and Pākehā, 
believed that a Māori, like Dr Maaka, could not be a doctor, nor replace tohunga with Western 
medicine (Haami, 2012). However, Dr Maaka often mixed Māori and European medicine, using 
whatever was best for his patient (Haami, 1995). Dr Maaka used rongoā (traditional Māori 
medicine) “taught to him by Tuhoe elders,” and did not seek to replace tohunga, as evidenced 
by his recognition and dealing with mākutu by directing patients to a local tohunga (Haami, 
1995, 2012). Dr Maaka did this even though there was the Tohunga Suppression Act in force 
(Haami, 1995). Dr Maaka believed that Māori problems should be dealt with in a Māori way 
(Haami, 1995). But other times, Dr Maaka went against Māori tikanga (custom) for hygienic 
purposes, utilising Western medical practices instead (Haami, 1995). Being educated in all 
aspects of life was important to Dr Maaka, and Haami said Dr Maaka would “take the good 
from both the Māori and Pākehā cultures” (Haami, 1995). Dr Maaka also represented Māori in 
the National Council for Adult Education for two years, and put his own money into the Māori 
Education Foundation, proving his stance on education (Haami, 1995, 2012). Later, for the 
1959 Young Māori Leaders’ conference, Dr Maaka wrote a paper on “Māori health and its 
outlook” (Haami, 2012). In this paper, Dr Maaka discusses Māori health from neonatal to 
adulthood, and demonstrated again his belief in education, and taking the best from both Māori 
and Pākehā cultures (Maaka, 1960). 
If Dr Maaka couldn’t deduce what was wrong with his patient, he would not prescribe 
medication, but would constantly think about his patient (Haami, 1995). Haami states it was 
not uncommon for Dr Maaka to turn up on someone’s doorstep with a solution he had concocted 
himself, not what the “book” said to prescribe, and his solutions had lasting results (Haami, 
1995). Dr Maaka was ridiculed for some of his diagnoses, but in the Māori community he was 
well respected, to the point of being famous (Haami, 1995). Dr Maaka was frustrated with 
younger doctors who didn’t respect his mana; he knew what was best for his patients (Haami, 
1995). An example was when he started the building of small baches near their family home, 
so tuberculosis patients wouldn’t be far from their families (Haami, 1995). 
Dr Maaka earned his money through the government subsidies, saying to his patients that the 
government paid him, and they did not have to (Haami, 1995, 2012). Dr Maaka only accepted 
koha (gift), such as korero, kai (food) and taonga (treasure), and “the honour of having his 
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name bestowed upon new-born children” (Haami, 1995, 2012). As a result of this, Golan and 
Maaka became common names in the Tūhoe iwi (Haami, 1995). Haami states that the koha 
were more valuable to Dr Maaka than anything else, although some kai given to him was given 
away to those who needed it more. Dr Maaka would still serve people who did not give koha, 
or did not try to pay him, but if they did have the money to afford payment or koha, he would 
remember them (Haami, 1995).  
Haami gave the impression that Dr Maaka was overworked (Haami, 1995). Dr Maaka treated 
people within a fifty-mile radius for twenty years, going around the Whakatane district on trips 
that sometimes lasted days to treat his more isolated patients (Haami, 1995, 2012). To get to 
some whare, Dr Maaka had to travel by horse, then up rivers in canoes (Haami, 1995, 2012). 
To many elders, their whare was like a marae and Dr Maaka went through a pōwhiri (formal 
greeting) to treat them while respecting their mana (Haami, 1995). Dr Maaka did not feel like 
he had the time to relax, and felt compelled to look after his patients, but he enjoyed movies, 
live theatre and ballet, and even had his own seat at the Whakatane cinema (Haami, 1995). 
Unfortunately, Dr Maaka sometimes could not enjoy the movies; the lights would turn on, the 
movie would stop, and he would be called to attend a patient (Haami, 1995).  
Dr Maaka believed he would not get sick, whether by infection or infringement of tapu but even 
with Dr Maaka’s mana, he still treated people with great humility and understanding, as Haami 
describes “taking an offensive approach only leads to provocation” (Haami, 1995). Dr Maaka 
also hid his awards, so as to not be seen to put his mana above others (Haami, 1995). Dr Maaka 
would help people organise welfare benefits and helped with housing and lend out money, and 
his possessions (Haami, 1995). 
Dr Maaka treated gang members like he would any patient, telling them to stand up properly, 
have a wash, and that they were disgracing their elders and ancestors. Dr Maaka would then 
treat them (Haami, 1995).  
Dr Maaka had many passions, the first of which was rugby, where he was ruthless on the field 
(Haami, 1995). Dr Maaka also was a keen reader, and had a love of animals. Another of Dr 
Maaka’s passions was Māori culture, which he showed by collecting whakapapa and his 
knowledge of Mātaatua history, collected by talking to the kaumatua of the area (Haami, 1995, 
2012). Dr Maaka knew te reo (Māori language), but would not speak it in case he made a 
mistake, and would often yell at people who disrespected or even mispronounced te reo within 
his earshot (Haami, 1995). Dr Maaka also loved fast cars, and was a “notoriously dangerous 
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driver” (Haami, 1995, 2012). Dr Maaka was an honest man, and stubborn, but was quick to 
anger (Haami, 1995).  
Dr Maaka’s job left him with little privacy and family time, and he never fully retired. He still 
saw his patients until days before his death, but did stop working full time two years before 
then (Haami, 2012). Dr Maaka’s died on the 17th of May 1978 (Haami, 2012). Dr Maaka’s 
tangihanga was at Wairaka Marae, and he was “laid to rest at Ohope” (Haami, 2012). Haami 
tells us that at Dr Maaka’s burial, two elders from Urewera gave the rest of their money to 
Maaka’s wife Florence, announcing “now that Maaka is dead, we go to the bush and wait to 
die” (Haami, 2012). Dr Maaka had a clinic named after him, “in honour of his work for the 




2.12 HENRY BENNETT 
Dr Henry Rongomau Bennett was born in Hawkes Bay, Kohupatiki, 1918, into what would 
become a family of eighteen that included an Anglican Bishop; a leader of the Māori Battalion 
and High Commissioner to Malaysia; and an educationalist, who contributed greatly to the 
Māori Education Trust (Aotearoa, 1942; Aronson, 2000; Durie et al., 2013). Bennett went on 
to Otago Medical School after winning a Māori Scholarship (Durie et al., 2013; "People and 
Places," 1964). Bennett underwent “specialist psychiatric training” and worked in Seacliffe 
Hospital (Durie et al., 2013; "People and Places," 1964). Dr Bennett was then a house surgeon 
at the Napier Hospital; afterwards he went into WWII in the Medical Corps, and came out the 
other side pursuing psychiatry (Durie et al., 2013; "People and Places," 1964). Later Dr Bennett 
became arguably the first Māori psychiatrist; Dr Richard Grace being a senior neuropsychiatrist 
during WWII and these two professions have some overlap (Durie et al., 2013; "Haere Ki O 
Koutou Tipuna - Dr R. F. T. Grace," 1964).  
Dr Bennett worked in Seacliffe Hospital from 1953 to 1958 as the Senior Medical Officer 
(Aronson, 2000; Durie et al., 2013; "People and Places," 1964). Dr Bennett then went to work 
at Kingseat hospital in Auckland (Durie et al., 2013; "People and Places," 1964). Dr Bennett 
was the “senior medical officer of health” at Kingseat Hospital, and in 1959 was “refused a 
drink at the Papakura Hotel” because he was Māori (Aronson, 2000). A quote from Dr Bennett 
in the New Zealand Herald reads; "If we are going to tell the world that Maori have equality in 
New Zealand then this sort of thing is untenable. I want to do what I can to put a stop to this 
situation, not for myself but for the race” (Aronson, 2000). The Prime Minister at the time also 
said that there was “no excuse,” and the bar eventually relented, promising to serve Māori 
(Aronson, 2000).  
After leaving Kingseat hospital, Dr Bennett worked as a senior medical officer at 
Carrington/Oakley hospital (Aronson, 2000; Durie et al., 2013; "People and Places," 1964). 
While there, Dr Bennett was the chairman of the Auckland Mental Health Association and in 
1961 represented the Government “at the Third World Conference on Psychiatry” in Montreal 
(Aronson, 2000). Dr Bennett later went to work as the medical superintendent at Tokanui 
hospital for twenty years, where he was “respected as the first Maori mental health leader” 
(Aronson, 2000; Durie et al., 2013).  
At this time, Dr Bennett filled many roles: he “chaired the NZ branch of Australia and New 
Zealand College of Psychiatrists” from 1966 to 1971; was a member of the Waikato University 
council from 1966 onwards, serving as “pro-chancellor of the Waikato University from 1971 
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to 1972, [and then was] chancellor in 1973 to 1978;” was the “deputy chairman of the Waikato 
Arts Centre Trust Board;” and received an honorary doctorate from Waikato University 
recognising his “work in education” (Aronson, 2000; Durie et al., 2013). Dr Bennett found time 
to be on the board of health for the Māori Advisory Committee; a member of a “committee on 
psychiatrically disturbed inmates and remand” for the Justice Department; and “a member of 
the NZ College of Community Medicine” (Aronson, 2000). Dr Bennett throughout his life was 
a Fellow of the Royal Australian and New Zealand College of Psychiatrists; was made a 
companion of the Queen’s Service Order (QSO) in 1981 for “his work in public health;” Dr 
Bennett was made a Commander of the Most Excellent Order of the British Empire (CBE) in 
1986 for “his work in Māori mental health” (Aronson, 2000; Durie et al., 2013).  
During Dr Bennett’s life, he also contributed to Whaiora, which was “the first ever kaupapa 
Māori mental health programme,” the review of the mental health sector by being a part of the 
Mason Enquiry team, and “established forensic psychiatric services for Māori” (Durie et al., 
2013). 
In 1996 Dr Bennett retired from consulting, but continued working in his communities with 
Ngāti Whakaue and Ngāti Pikiao whanaunga (kin) in Rotorua, and in the Bay of Plenty, while 
continuing his “interest in Waikato University,” after a long career in mental health (Aronson, 
2000; Durie et al., 2013). When Tokanui closed, the Waikato Hospital opened the Henry 
Rongomau Bennett Centre; a mental health wing named for Henry (Aronson, 2000; Durie et 
al., 2013). 
Dr Henry Rongomau Bennett died in November, 2000 at the age of 82, survived by his five 
children (Aronson, 2000; Durie et al., 2013). Dr Bennett’s tangihanga was at Ohinemutu, and 
he was later buried at Kauae Cemetery in Ngongotaha (Aronson, 2000). The Henry Rongomau 
Bennett Foundation, and through it the scholarships, “are a tribute to Henry’s life work” (Durie 
et al., 2013). Aronson called Dr Bennett a “Leader in Maori mental health,” and says he “was 





2.13 NITAMA PAEWAI 
Dr Manahi Nitama Paewai went by many names, christened as Manahi after his great-
grandfather, and named Nitama for Needham Lambert of the Church of Jesus Christ of Latter-
day Saints (Paewai, 2012). Dr Paewai was commonly known as Nitama, or “Doc” Paewai, or 
Nahi (Dansey, 1965; Paewai, 2012). Paewai was born on the 8th of June 1920, in Makirikiri 
near Dannevirke (Aotearoa, 1942; Dansey, 1965; Paewai, 2012). In Paewai’s early life, the 
Mormon church and rugby played a prominent role (Paewai, 2012). At the age of six, Paewai 
and his family moved to the United States, where he went to Woodruff school (Paewai, 2012). 
On the family’s return to New Zealand, Paewai entered Dannevirke South School, and later, in 
1934, he went to Dannevirke High School (Dansey, 1965; Paewai, 2012). Here, Paewai excelled 
in sport and public speaking (Paewai, 2012). In Paewai’s last year, he was made “vice captain 
and wicket-keeper for the First XI, boxing champion, captain and half-back for the First XV, 
and head boy” (Paewai, 2012).  
Paewai then studied at the University of Otago from 1939 until 1945, graduating MB ChB 
(Dansey, 1965; "Degrees Conferred," 1945; Paewai, 2012). Dr Paewai worked at Auckland 
Hospital for two years and in 1947 Dr Paewai locumed for a doctor in Hokianga, then moved 
to Kaikohe to become a GP (Paewai, 2012). Ten years later, Dr Paewai furthered his studies at 
the University of Utah College of Medicine ("Folk Tales from Papamoa," 1957; "More News," 
1957; Paewai, 2012). Dr Paewai was awarded the Sir Apirana Ngata Memorial Scholarship 
Award in 1957 for these studies ("Folk Tales from Papamoa," 1957). 
While at Otago University, Paewai’s talent as a rugby player shone through, both Dansey and 
M. Paewai commenting on his talent, toughness, courageousness and intelligence (Dansey, 
1965; Paewai, 2012). Dansey says that a few people called Paewai “the best” of all the half-
backs from New Zealand (Dansey, 1965). During Paewai’s time in rugby, he represented Te 
Waipounamu (the South Island), Otago University, Otago Province, New Zealand Universities, 
South Island Army, the New Zealand Māoris, the North Island, Wellington, Auckland and 
North Auckland, and was even named as a reserve in the All Black team (Dansey, 1965; Paewai, 
2012). In 1950, Dr Paewai was awarded with the Tom French Cup, for being “the season’s most 
outstanding Maori player” (Paewai, 2012).  
Dr Paewai’s time in rugby wasn’t all on the field, he served on the Māori Advisory Board from 
1945 until 1956, on the Northland Rugby Union from 1953 until 1956, and was the co-selector 
of the New Zealand Māori team for two years, 1955-6 (Dansey, 1965; Paewai, 2012). Dr Paewai 
was also a “mentor for rugby” (Taua, 1959). In 1959, Dr Paewai attended a protest meeting 
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with Vince Bevan, and George Nepia and Louie Paewai from the 1924 All Blacks, the 
“Invincibles” (O'Regan, 1959 ). This meeting was “To fight racial discrimination in the 
selection of the 1960 All Black team to tour South Africa” (O'Regan, 1959 ). 
Dr Paewai was very active in his community, in particular with the education of his community. 
In 1947-8, Dr Paewai requested the import of a film projector to educate on “matters pertaining 
to social welfare and hygiene” (Brookes, 2006). The request was granted in 1952, and by 
showing a group a film on the administration of local anaesthetic in operations Dr Paewai 
started demystifying surgical operations (Brookes, 2006). Dr Paewai hoped that this projector 
would help him educate, in terms of “hygiene and preventative medicine” (Brookes, 2006).  
From 1947 until 1961, Dr Paewai was a “divisional surgeon of the St John Ambulance 
Brigade,” and was vice-president of both the Northland and Kaikohe branches of the 
Intellectually Handicapped Children Parent’s Association (Dansey, 1965; Paewai, 2012). 
During a later speech on budgeting, Dr Paewai focused his attention on children, recommending 
“family evenings” to help “keep families together” ("M.W.W.L. Conference at Whangarei," 
1968). Dr Paewai was also on the Kaikohe Borough Council, the vice president for the Kaikohe 
Free Kindergarten and a member of the Board of Governors of Northland College (Dansey, 
1965; Paewai, 2012). In November of 1962, Dr Paewai was a guest speaker at Te Ahu Ahu-
Waimate North (Ruhe, 1963). The focus of Dr Paewai’s speech was on a unity between Māori 
and Pākehā, through understanding, and a bicultural playcentre, where Māori and Pākehā 
“parents are both striving for the same thing, better education for their children” (Ruhe, 1963). 
Dansey goes on to theorise that Dr Paewai’s “ideal state” would be with Māori and Pākehā 
being equal in status and the same in culture (Dansey, 1965).  
From 1977-80, Dr Paewai was the mayor of Kaikohe, and in 1979 when he moved to Auckland, 
he commuted to Kaikohe to do his duty as their mayor (Paewai, 2012). From 1980-83, Dr 
Paewai was on the Auckland City Council, and after this he went to Singapore, Malaysia and 
India as a Mormon missionary (Paewai, 2012). Dr Paewai was the secretary for the Tokerau 
District Council of Tribal Executives, chaired the Kaikohe Māori Welfare Committee and was 
a member of the New Zealand Māori Health Committee (Dansey, 1965; Paewai, 2012). Dr 
Paewai was a leading member of a Rotary club, the director, vice-president and president in 
turn; led four tours of the United States and Canada, got involved with the Hillary Commission 
for Recreation and Sport, and was a “scout area chaplain,” meaning he was a minister for the 
church, looking after and guiding Scouts in a certain area, in matters of faith. (Dansey, 1965; 
Paewai, 2012). For seven years, Dr Paewai was chairman of the Waitangi marae committee 
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(Paewai, 2012). Dr Paewai also had plans at one stage to “open a small clothing factory in order 
to ease unemployment in the area,” and “ran a housing scheme” (Paewai, 2012). 
Dr Paewai was a leader in his community more broadly. The Kaikohe Advice and Guidance 
Society was founded by Dr Paewai in 1960; and the Kaikohe scheme was started to guide people 
in the community how to budget, sometimes helping save for homes, or get rid of debt (Dansey, 
1965; Emery, 1967; "Integration and the Hunn Report," 1961; "Working Together The Kaikohe 
Scheme," 1961). Other people in the community, including Dr Paewai, act as sponsors for 
families that need help (Dansey, 1965; Emery, 1967). These people help plan a budget until the 
families could use the budget to its fullest advantage (Dansey, 1965; Emery, 1967). The 
principles and much of the operation of this scheme was then rolled out across the country by 
the Māori Affairs Department spreading to whānau all over Aotearoa, (Dansey, 1965; Emery, 
1967; "Integration and the Hunn Report," 1961). In 1965 Dansey says that Dr Paewai had given 
“much thought” in extending these same principles to Pākehā, instead of just Māori (Dansey, 
1965).  
Early on in Dr Paewai’s dealings with the Māori Education Foundation, he condemned them. 
Later, Dr Paewai “modified some of his views” after taking a close look at the aims of the 
foundation (Dansey, 1965). Dr Paewai then went into more Māori focused organisations, 
chairing the Kaikohe Māori Welfare Committee, and being the secretary for the Taitokerau 
District Māori Council (Dansey, 1965). 
Dr Paewai’s recognition for his achievements included being made a “Knight of Grace of the 
Order of St John in 1966,” an O.B.E “For services to the Maori people in the Kaikohe district,” 
for example the Budget Counselling Scheme, in 1967, and for “his services to the scouting 
movement,” was presented with an “award of merit” ("New Year Honour," 1967; "Notes and 
News," 1967; Paewai, 2012). 
On the 10th of October, 1990, Dr Paewai passed away in Auckland, leaving behind his wife and 
children (Paewai, 2012). Dr Paewai’s body lay in state at Makirikiri marae in Dannevirke and 




2.14 TOM KAWE 
In the reviewed literature, the only information on Dr Tom Kawe was that he was successful in 
rugby, was from Auckland, and was in Otago Medical School during 1942 (Aotearoa, 1942; 
Ngata, 2002). Later in life, Dr Tipene-Leach took over Dr Kawe’s practice in Ruātoki, when 
Dr Kawe was diagnosed with cancer (Beckford & Fitzsimons, 2013). 
2.15 SUMMARY 
This review has described the first 10 Māori doctors. There was a range of literature available 
with some Doctors having little information (eg Tom Kawe), whereas others had been 
extensively written about. The Discussion section includes a more detailed analysis and 
discussion of key attributes and aspirations that are identified as emerging out of the literature 
review.  
It is clear from reading the stories of each of these doctors (where there is sufficient 
information), that these Māori doctors were driven to make a difference for Māori health and 
also health and society more broadly (particularly in the Pacific). These doctors were involved 
in initiatives spanning from policy to individual care and a key factor was the capacity to work 
with Māori from a Māori centred perspective, often in Te Reo Māori. They worked across many 
avenues (from general practice, to surgery, to public health and even some dentistry). Of note 
was the high and diverse leadership shown by a number of these doctors who lead not just in 
health and Māori health, however for some, leadership and expertise was in other cultural 
endeavours (e.g. Dr Buck).  
The following chapters will outline the methods for the qualitative research, followed by key 
findings. The aim for this thesis is to bring qualitative voices of contemporary Māori doctors, 
to sit alongside the stories of the early Māori doctors. This thesis wishes to explore what it 
means to be a Māori doctor and bringing together these historical stories with contemporary 




3 METHODS  
In this section, I describe the recruitment of the participants, the process of Kaupapa Māori 
methodology, funding, the measures used to collect data and the type of data analysis 
undertaken. 
3.1 FUNDING AND ETHICS 
The research was funded by the Otago Medical School Scholarship, the Dunedin School of 
Medicine and Kōhatu – The Centre for Hauora Māori. Ethics approval was given by both the 
University of Otago’s Human Ethics Committee and the Kāi Tahu Research Consultation 
Committee. 
Ethical issues have been thought about and are mentioned here. There is a potential risk to 
researcher student undertaking interviews alone. This will be mitigated by ensuring both the 
participant and the student meet in a safe environment for both parties. There is also a risk of 
uncovering uncomfortable or unsettling experiences. Should participants become distressed or 
need support, in the information sheet there is a free phone number for Healthline, 0800 611 
116, which will be given at the beginning and end of the interview, with a comment to contact 
them if the participant feels they become distressed or need support. The participant will be 
reminded that in the event that the line of questioning does develop in such a way that they feel 
hesitant or uncomfortable, they will be reminded of their right to decline to answer any 
particular question (s) and also that they may withdraw from the project at any stage without 
any disadvantage to themselves of any kind. 
3.2 KAUPAPA MĀORI METHODOLOGY 
Graham Smith outlined six principles to help define Kaupapa Māori theory and practice. They 
were tino rangatiratanga, taonga tuku iho, ako Māori, kia piki ake I nga raruraru o te kainga, 
whānau, and kaupapa. Smith, and other theorists, later added on to these principles for Kaupapa 
Māori research.(Smith, 1999) One key focus was on how best to ensure Māori views, 
aspirations and mana are upheld in the research process and to provide a foundation to guide 
Māori researchers who research with Māori. It is based on the strengths of the participants, and 
not just the issues, but the potential solutions to any issues.  
The research undertaken for this project is guided by the Kaupapa Māori principles outlined by 
Graham Smith and others.(Smith, 1999) The project reflects Kaupapa Māori methodology 
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through being an area of importance for Māori health development, through leadership and 
guidance from Māori supervisors and having a Māori researcher, and in the research process. 
Having the interviews kanohi ki te kanohi (face to face) shows the participant respect for their 
mana, and respect for what they say. Strong relationships and respect are important in this 
research, both inside the research team, and between the student and supervisors, as well as the 
community of doctors interviewed. The aim is to have everyone involved gain a positive 
outcome from this research, not just the people or peoples funding it. Table 1 highlights the 




Table 1: Kaupapa Māori in Practice within the study 
 
3.3 INTERVIEW DEVELOPMENT 
The interview was developed following review of literature and exploration of key questions 
that would fit with the topic of the thesis. Lauren Barnett’s thesis (Barnett, 2014) provided a 
very valuable platform for identifying key areas and issues associated with being a Māori doctor 
and the roles Māori doctors held, and the support for and by them were explored. The research 





CONCEPT IN PRACTICE WITHIN THE STUDY 
Aroha ki te tangata Love to the people Respect was shown to the participants by a 
kanohi ki te kanohi interview, and 
upholding their mana in the thesis. 
He kanohi kitea To be seen, represent Meeting face to face also shows respect to 
the participant, and that their time and 
mātauranga is greatly appreciated. 
Titiro, whakarongo, 
korero 
Look, listen, speak Look, to put into context what you listen to, 
and then you can speak. This also shows the 
value of what is said by the participants by 
not interrupting. 
Manaki ki te tangata Show respect, 
generosity and care to 
the people 
Respect is shown by thanking the 
participant for their time and mātauranga 
with a koha, but also with words. 
Kia tuapato Be cautious Caution is shown by respecting the 
participant, and also showing cultural 
sensitivity, for example, not sitting on 
tables. This extends to the writing of the 
thesis, upholding a strengths focussed 
approach. 
Kaua e takahia te mana o 
te tangata 
Don’t tread on the 
mana of the people 
The mana of the participants, the institution 
and Māori as a whole should be considered 
all the time. 
Kia mahaki Be inoffensive and 
humble. 
Humility is shown by again, listening to the 
participants and hearing what they have to 
say without interrupting. 
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The questions were divided into six key areas. 
1. Journey thus far. These questions include the participant’s motivations to enter 
medicine, their first experience of Māori health and what has fulfilled them the most. 
2. Support. These questions look into the support before, during, and after medical school 
and whether the participants were supported, or gave support to others. 
3. Roles. These questions give context to some of the participants lives, the multiple roles 
they fulfil; professionally, in their communities and in their whānau. It also includes the 
contributions they have made to Māori health. 
4. Expectations. These questions explore the expectations placed on the participants from 
various sources, as well as the expectations they placed on others. 
5. Being a Māori doctor. These questions investigate what being Māori means in medicine. 
It also highlights the participants’ strengths in Māori health, and their commitments in 
medicine. The value of the participants’ work to themselves, and their thoughts on the value of 
Māori doctors to Māori health were also questioned. They were asked their perceptions of 
Māori doctors over the years. Challenges and opportunities, such as the Māori preferential 
entry, were also explored here. 
6. Aspirations. Lastly, the participants aspirations were explored, by offering them three 
wishes to improve Māori health. 
 As feedback, the participants were asked if they had anything else to say, or they felt something 
was missed, and given the opportunity to ask questions themselves. 
The setting for the interviews were arranged in a time and place where both the research student 
and participants felt comfortable. Open ended questions were used during the interview to 
inquire about the roles, expectations, skills and attributes of the participant (see appendix 
Interview Protocol). At the start of the interview, the participant and student opened up to each 
other to build rapport, and the interview was audio recorded. At the end of the interview, the 
participant was thanked for their time, and a koha was given, to again thank them for their time, 




3.4 INCLUSION, RECRUITMENT AND PARTICIPANTS 
Before the interviews were undertaken, a pilot was undertaken (a third year Māori medical 
student) and the process of contacting participants, interviewing and transcribing was 
developed through practice and consultation. One of the pilot’s transcripts was used in the 
results section, due to the latest relevant information given, and the ease of inclusion, as the 
same format of questions was used in that pilot as well as the actual interviews.  
The selection process for participants included firstly identifying the domains of diversity 
required for the research. This included a wish to have diversity by age, gender, locality, 
specialty and place of work (primary care and secondary care). One of the important reasons 
for undertaking this research was to explore whether there were shared views about being a 
Māori doctor, and what were the differences. It was expected that the interviews would be 
carried out throughout Aotearoa. A longer list of doctors was made, in consultation with the 
supervisors of this research that spanned the desired domains. From this list, 20 were identified 
to be participants and these 20 Māori doctors were emailed the information sheet and consent 
form with a request to participate. A reminder email was sent to those that did not respond one 
week later.  
Out the twenty requests, eleven agreed to take part, three did not reply, three could not make it 
due to their work commitments, and three agreed to take part, but with follow up emails became 
unreachable. 
The participants were 11 Māori doctors currently working in Aotearoa, New Zealand, between 
the ages of twenty-four and seventy-five. There were four female participants, four doctors in 
junior positions, three specialists and three general practitioners, with one public health doctor. 
In addition, a pilot interview was undertaken. The participants worked in a range of regions, 
from Auckland to Dunedin.  
3.5 ANALYSIS 
The interviews’ audio recordings were transcribed. Transcripts were then reviewed, so the 
research student and supervisor became familiar with the data.  A meeting was held between 
the research student and supervisor to identify key areas in which participants’ answers would 
fit. These areas were coded in Nvivo and themes emerged from within the key areas identified, 
with quotes from participants to support them. Another meeting between the research student 




In this section the results of the 12 participants, including the pilot, are described as six key 
areas. These areas gave rise to themes after analysis: 
1. Journey thus far.  
2. Support.  
3. Roles.  
4. Expectations.  
5. Being a Māori doctor.  
6. Aspirations. 
4.1 JOURNEY  
The interview with Doctors commenced with exploring their journeys to becoming a Māori 
doctor and encompassed what motivated them to study medicine, what were their first 
experiences of Māori health and the impact of studying medicine on their sense of personal 
fulfilment. 
4.1.1 MOTIVATION TO STUDY MEDICINE 
There was no single main motivation for studying medicine with participants often having 
several motivations. Factors and experiences that motivated the doctors to study medicine 
included internal motivations and external motivations (coming from others). 
Internal motivations varied, however common motivating factors included having a 
longstanding interest in medicine, feeling their personality suited medicine, having a personal 
experience with the health sector that inspired, or seeing medicine as a challenge or adventure.  
 “I spent a lot of time in neonatal intensive care with my sisters, and that’s 
where I was exposed to the doctors and the wonderful staff up there and I just 
thought wow I want to do this.” (Participant 12) 
“I liked people and I liked looking after people. I didn't really know what 




 “That would be the hardest degree I can think of. That'll do.” (Participant 10) 
 “that was quite an adventure for me.” (Participant 1) 
Participants also mentioned external motivations including whānau as motivators, positive role 
models who were an inspiration for medicine and a desire to make a difference for Māori health. 
 “I think in the end it was all because mum, mum motivated me a lot to do it.” 
(Participant 11) 
 “well my whole whānau.” (Participant 9) 
Five participants said they were inspired by someone, for example a whānau member, or an 
inspirational Māori doctor. One participant said they were inspired by Eru Pōmare 
“saying you could do this. It’s gonna be hard work and but look at the 
difference you could make” (Participant 3) 
Some discussed disparities in Māori health as motivators, one participant said, 
“I started thinking about disparities in health here, and it was, like it’s a hot 
political topic, Māori disparity in NZ, and especially in this sort of time, so I 
got really interested in that and um sorta saw the pathway into medicine” 
(Participant 12) 
Māori values were also mentioned as a motivator, one participant said, 
“when I was a [profession] student looking at the human health risks to 
eating the meat from stranded tohora or whales, and that was a traditional 
practice prior to colonization… … as a result of that, I became more 
interested in human health” (Participant 9) 
4.1.2 FIRST EXPERIENCE OF MĀORI HEALTH 
Participants were asked about their first experiences of Māori health, and many talked about 
the impact of these experiences. Participants’ first experiences of Māori health were from 




“I have these lasting memories of pus pouring my ears, pain and my dad 
trying to fill me up with brandy, to… … Put me to sleep and get rid of the 
pain.” (Participant 1)  
“interacting with Māori cultural health, as it pertains to um, traditional 
customary food gathering, in this case tohora whales, um, and seeing that 
where cultural health has been taken away… … It remains banned. Thank 
you DOC.” (Participant 9) 
4.1.3 FULFILMENT 
Participants talked about what had fulfilled them, not only in medicine, but in their own lives 
too. As one participant points out, what is most fulfilling is not always the happiest; they said, 
“probably the hardest part of my job is to stand alongside a whānau to make 
sure that right through the journey, even if it’s to the end it’s okay. It doesn’t 
have to be great. It’s never going to be great, but it’s okay and that they get 
that time with their baby and I think although that’s a very difficult thing to 
do. It’s incredibly important for them, the staff, the baby and the whānau and 
that’s probably the most fulfilling thing. Although that’s the… … hardest and 
probably the opposite of what you’d think. But if you could do that for them 
and when you meet them and you see them afterwards they are so grateful 
and that’s that little thing you can do” (Participant 3)  
One participant said that their fulfilment was to, 
 “broaden people's perspectives, and actually challenge a lot of the, ah, ideas 





Participants were asked about the kinds of support and the role of support before and during 
their journey as Māori doctors. The majority of the support before medicine was from whānau, 
with a school principal being the only other. Sibling competition is also a form of support, to 
drive you.  
“Mum and Dad always loved and supported us for being us, not for any 
particular achievement that we did, which was cool. When we'd get awards 
at school, people would be like, "You must be so proud" and they were like 
we’re proud of them anyway, which is actually really nice because by the time 
you get to health sci and there's all this pressure on you to achieve, then it's 
nice to know there's someone who loves you, supports you, encourages you 
in what you do, but has got your back no matter what and is proud of you 
regardless of what your scores say. And says you are more than a score. So, 
they were a big support, and they always, turned up to whatever we were 
involved in. They were both trained teachers, so, if we wanted to do something 
extra academically that the school couldn't do, they might tutor us in it 
themselves… … my siblings, there was always a good, healthy competition 
between us. So that is a bit of a driver.” (Participant 5)  
During medicine, the universities and their staff were the main support for most participants; in 
particular, the Māori centre, other Māori peers, and the Māori admission schemes. 
“Māori students, the other students and the Māori Centre… … people like 
Tui and Pearl were a godsend.” (Participant 3) 
Whānau and friends were also key supports. 
“my parents, they would support me in any way they can” (Participant 12) 
 “It wasn't until I got up through the night to go to the toilet, saw my uncle 
and aunty, it was my dad's uncle and aunty, sleeping on the floor in the living 
room. They had given us their bed to sleep in… … They really looked after 
us. They knew what we were doing. That we were both going to university 
and they just wanted to help, and that was their way doing it.” (Participant 1) 
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Te ORA and Te Oranga were also mentioned, forming connections between other Māori peers. 
After medicine, being in Te ORA, whakawhanaungatanga and keeping those connections, was 
all the support out there for most participants. 
“keeping up with Tui and Jo, coming to fresher Hui and that stuff. Although 
it’s not viewed as support, they are.” (Participant 3) 
 “Obviously with my whānau.” (Participant 10) 
However, some people felt less supported once they had left medical school, ranging from a 
specialist to a house surgeon. 
“it definitely feels less supported once you leave med school” (Participant 5) 
“Absolutely none. We got no support whatsoever from anybody.” (Participant 7)  
“Yeah, so I guess the thing is like when you leave med school you're no longer 
part of the university so um, I guess you don't really have access to those 
supports, or not, not that I'm aware of. … … I wasn't really aware of any 
Māori support people as such and I remember in the first years as house 
surgeon, so it's pretty tough, eh? All of a sudden you go from being a student 
to a doctor and you're expected to know all the stuff and you know, people's 
lives in your hands. And I remember being so scared um, that was a really 
tough, probably first four or five months just while I found my feet. Um, and 
it would have been nice to have someone um ... but that certainly wasn't the 
case there. Not sure, that might have changed now.” (Participant 6) 
Half of the participants said they provided support during medicine, by serving on executives 
and in mentoring programs, as well as helping their peers. After medicine, this number picks 
up considerably. The main support was by serving on boards and committees such as Te ORA 
and the RDA, and getting involved in their initiatives.  
“within Te Ora we have something called Te Ngakau, which is really around 
people that are struggling. That's been something that, it's really informal. 
People of my generation or a bit younger, I'm one of the people that they will 
just flick a text or a message and go, "Hey, what do you think about this or 
can we chat? I've got an idea, I've got a problem."” (Participant 10) 
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Mentoring was also discussed, both formal and informal, and tutoring, both in the workplace 
and out. Participant 5 was told by a student of Participant 11 “we’ve never had any Māori health 





Participants were asked to talk about the various roles they had held and currently hold. These 
roles were diverse and included professional, community, family and other contributing roles. 
4.3.1 PROFESSIONAL 
All participants had professional roles, but nearly all of them had multiple roles, serving on 
boards, taking leading roles in health programmes and lecturing. Half of the women had more 
than seven roles, one of them had nine. One of the participants shared,  
“I am the clinical leader of the um children’s health Department… … I’m a 
neonatal paediatrician, so I’m still a neonatologist… … I sit on the child 
protection trust… … I’m what they call a clinical Senior lecturer and I’m the 
convener for fifth year… … I am doing this Korowai Manaaki a he tamariki 
tetuki tau… … of course I am a member of Te ORA and sit on the Māori 
college training committee… … I sit as the Māori rep on the paediatric 
training committee.” (Participant 3) 
4.3.2 COMMUNITY ROLES 
Most of the participants had roles in their community, mostly around their whānau, for example 
being on the Board of Trustees for their school. Other community activities included education 
and being a part of a group involved in the participant’s interest. The senior doctors were 
generally more involved in these communal roles. One participant said, 
“ I did some post graduate training in sports medicine and that's been really 
useful in my general practice, but, also it gave me an opportunity to be 
involved with some teams within the community. I was a team doctor for a 
local high school rugby team, which was really cool. I was also lucky enough 
to have a year ... I spent the season with a professional rugby league team in 
Auckland. That was a fantastic experience. We still have some of the young 
Warriors, and their families still come to our practice… … They'd sit in the 
waiting room with all our normal patients, and these guys are like heroes to 
the local ... these guys were just normal young guys. They just happened to 
be really good in their sport and they would sit and chat to our whānau in the 
waiting room… … I got involved on the board Te Hotu Manawa Māori, which 
was an arm of the National Heart Foundation… … I got on well with the 
Māori whānau group. It's a part of the college, and being involved with them, 
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I was selected to be their representative on the board of trustees for the last 
3 years and have just gone back on for another term this year, so I'll be there 
for the next 3 years.” (Participant 2) 
4.3.3 WHĀNAU 
Several of the participants mentioned roles in whānau, where their whānau look up to them in 
many ways, as leaders, role models, and sometimes as competition between siblings to make 
each other better. One participant said, 
“I would like to say I'm an advocate for being, like, to going to medical 
school, well, going to uni, actually, just a general role model I'd hope for our 
heaps of first cousins' children, because we've got so many, um, to do 
something more, um, or to try to go to universities or post-high school, doing 
that sort of thing” (Participant 11) 
As mentors the participants were enablers for whānau to navigate te ao Pākehā or advisors 
regarding tertiary education. One participant said, 
“I would say being a role model to my younger sisters, and to my wider family 
as well, like a lot of them are, like I'm the first one to go to university, myself 
and another cousin that’s the same age as me, um, and it’s just being a role 
model and encouraging them into whatever they wanna do, showing them a 
pathway, like I know, like I've sort of just being where I am now, my sister’s 
just enrolled to go into law next year, and seeing all the things she struggles 
with just seems just automatic for me, like just the application process, she 
was um, you know, getting hung up on oh what do I tick for this box, and what 
do I write in this box, blah blah blah, and its like, well you write this, duh, 
and its because they don’t know and have never, um, you know, been engaged 
with this sort of big, institution, what they should write in these boxes, so 
trivial things become very hard for people that haven’t engaged, um and don’t 
live my, my life, so its yeah, its all of that sort of, just being in, a person that 
can help guide as much as I can, or guide to people that can help” (Participant 
12) 
4.3.4 CONTRIBUTIONS 
A key area of contribution was tikanga; for example, using te reo, karakia and whakapapa to 
create safe environments for Māori patients. One participant said, 
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“If time allows, you can go the distance and even talk to them about their 
whakapapa, in don’t do it that often if I'm being honest. Purely because of 
timing aspects, but I think in the clinic setting it might be a bit easier. Again 
that's just about creating rapport, so hopefully down the line the Māori 
patients [are] willing to engage and come back if need be. I think that can be 
one of the big issues we discuss in medical school with the Māori health 
statistics, is the lack of re-engagement with health services is, I think, because 
of sort of prior experiences had.” (Participant 8)  
Other contributions involved planting the seed for youth and inspiring them, and demystifying 
the system for whānau. Support for others and contributions to medicine were also mentioned 
to a lesser extent, but only by more senior doctors. One participant said, 
“this year around nutrition, definitely feel like I'm having an impact in terms 
of other Māori Doctors and pacific doctors kind of taking up this kaupapa. I 
have forums, mostly Facebook focus that are places for health practitioners 
to discuss different articles or papers to really kind of debate the evidence 
because I think that's really important. You don't just move from one model 
to the next model without actually really questioning the reason why you're 





Participants identified the kinds of expectations that they had of themselves, and that others had 
of them. A range of issues were highlighted including expectations to be culturally and 
clinically competent. Participants also highlighted challenges with expectations that come from 
others and how they perceived these expectations. Māori doctors expressed having experienced 
high levels of expectations from others of being experts in working with Māori. 
4.4.1 PARTICIPANTS’ EXPECTATIONS OF THEMSELVES 
Most participants’ expectations were centred around themselves, but there were a few patient 
centred expectations by more senior doctors, one participant said, 
 “a really high quality service. I do it in a way that makes Māori people feel like 
this is where they belong. Even though I look Pākehā I think mostly that comes 
across naturally and people just feel it because I get people coming back all the 
time. There's definitely a relationship that gets built.” (Participant 6) 
The personal expectations were more around not burning out whilst developing as a Māori 
doctor, and being able to influence and make a change for Māori health, one participant said, 
“there's always not overwork yourself, not burn out, not become a sort of a 
statistic of a doctor” (Participant 9)  
Finding a field that fits who they are was also important, one participant said, 
“I see paeds as a specialty, which, um, more easily integrates, uh, holistic 
view of health into its practice.” (Participant 5) 
Cultural competence through te reo was also mentioned as an important component of 
expectations by one participant, they said, 
 “ I'd also like to become fluent in te reo Māori. Um, one, because I think it's 
kind of important for, like, my identity and who I am, especially because I feel 
(laughs) in some Māori situations, I feel like one, I don't look Māori, and two, 
I can't speak like a Māori, and therefore, I feel, um, small because of it.” 
(Participant 5) 
Burnout was mentioned by more senior doctors, whereas pushing oneself, furthering one’s 
career to get into a position to advocate and be heard was generally from more junior 
participants. One junior doctor made the point of being honest, and a good person, they said, 
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“being honest, feeling like I've done the right thing and having a clear 
conscience. Yeah, and trying to be kind of a good person, and that, I think 
that all is quite important when you apply it to being a doctor as well.” 
(Participant 8) 
4.4.2 EXPECTATIONS FROM OTHER MĀORI DOCTORS 
Two participants discussed that expectations from other Māori doctors was variable, as there is 
always a range of people, they said, 
“that’s extremely variable, eh? I think that totally depends on the Māori 
doctor…… there might be some Māori doctors whose dream it could be to 
open up clinics in rural places, and purely devote all their time into primary 
health care and trying to help Māori patients in that setting… … on the other 
end of the spectrum they would be some Māori doctors who really aren't too 
interested in that at all.” (Participant 8)  
Two other participants said that there are expectations that they feel are normal; one participant 
said, 
“expect you to be honest about what you think and how you feel and the 
importance of what you do in your whānau… … they’re just normal” (Participant 
3) 
The other participant said, 
“we're all very hard on each other” (Participant 7) 
Another feeling, expressed by more senior doctors, was an expectation that Māori doctors 
should speak te reo and go home to their marae, one participant said,  
 “there's often discussions or, yeah, so even debates about, um, I guess, 
authenticity really, of, of Māori doctors.” (Participant 4) 
Another participant said, 
 “All of those things conform to a stereotype of what we expect Māori to be, 
and we should not be confined by those expectations… We tend to judge other 
Māori by whether they're proper/real Māori or not, and I think that's a real 
shame. I have done it myself in the past, and we can't afford to do that to each 
other” (Participant 7) 
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The expectation of having more responsibility was the largest group in this set of expectations. 
One participant said, 
“a level of expectation that you will contribute because of [their] experience 
and because of that position you're in as being a senior, so I understand it.” 
(Participant 2)  
Reciprocation was a theme mentioned by two other participants, one participant said, 
“someone’s giving you these opportunities, you have to sort of reciprocate 
that, and that’s a strong Māori value is reciprocation.” (Participant 12) 
Another participant said, 
“Well, I think part of it is too as you receive support as you are coming 
through, as mentorship and guidance, then that is an expectation that is 
placed upon you by those guys who are doctors who are still ahead of you 
age-wise. But also sort of reasonable expectations of those doctors coming 
through, that you will be their sort of mentor support, look out for them, guide 
them, without being paternalistic about it.” (Participant 9) 
4.4.3 EXPECTATIONS FROM NON-MĀORI DOCTORS 
Most participants felt they were expected to take more responsibility for Māori health and Māori 
patients. There were some different reasons given for this. These ranged from internal conflict 
to external pressures from peers expecting you to take the medical side, when a Māori whānau 
believes different, and so do you. There is a feeling that anything to do with Māori health, a 
Māori will know what’s best.  
“And then suddenly, because they are the one Māori on the team, you know, 
they get all the, um, anything to do with Māori health, gets passed over to 
them, ah, when they may not necessarily have any greater knowledge or 
expertise in that area than anyone else on the team. So, yeah. That whole side 
of things can be quite challenging.” (Participant 4) 
 “I am really aware that there's still this underlying attitude of when it's to do 
with things Māori, then a Māori will know best. It's this expectation that you 
will have all the answers on Māori health and that sort of thing.” (Participant 2) 
 “But it's Māori and you're Māori. You should know everything.” (Participant 5) 
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 “[B]ecause they are the Māori Doctor, suddenly [the senior doctor has] given 
them a Māori project. There's these things that come with being the Māori 
Doctor. Although they want to do it and they welcome it with open arms it's 
also more work and it's more time and it's pressure to do things well. You 
want to do it well because you want raise the bar for Māori.” (Participant 10) 
“I think the non-Māori, they think that I will answer every single question 
they have about Māori people… … And if they have any doubts, I could 
answer that question. I think that they expect me to… … be fluent in te reo. I 
think they think that I should be… … able to convince… … Māori whānau to 
do what the medical team think they should be doing… …. purely because I'm 
Māori. …. … I usually tell them, "I can't do all that," but… ... It's a bit 
unknown what I know, so they think that I should be able to do XYZ, when in 
fact I can do X” (Participant 11) 
One participant also shared that there is also the expectation that as a Māori, you can provide 
‘the’ Māori view. They said, 
“[T]here isn't ‘a’ Māori view…. … That just like Pākehā are allowed to have 
multiple different views, Māori can too.” (Participant 7) 
 “I think you always kind of have those expectations from all of your 
colleagues that you will have a  Māori, sometimes the Māori perspective, 
because there is no such thing. You can only ever have your own perspective 
as a Māori and Māori doctor.” (Participant 9) 
Younger participants of the study seemed optimistic, and they think at one extreme, 
that “know[ing] your stuff.” (Participant 12) is all that is expected of you. 
4.4.4 PARTICIPANTS’ EXPECTATIONS OF OTHER MĀORI DOCTORS 
Tikanga and te ao Māori were some of the most talked about themes, with learning about their 
own biases and self-reflection being an interesting point made regarding te Tiriti o Waitangi, 
Māori health statistics and having academic and cultural competence.  
 “I think it's something that needs to be advocated for, I think it's time for other people 
to step up and do their bit” (Participant 1) 
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Reciprocation was again, one of the most talked about themes in this section, the responsibility 
to Māori health if you got in through preferential entry, one doctor softening this expectation, 
“my hope is that, actually, they will understand that part of being in a 
supportive environment is that there are times when you become the one 
offering the support and feeding back in.” (Participant 2) 
There was also a belief that regardless, Māori doctors felt responsible. 
 “I think that Māori doctors, we should always be as available as we can be 
to those around us, taking care that we're not overly overly burdening 
ourselves and burning out.” (Participant 9) 
4.4.5 PARTICIPANTS’ EXPECTATIONS OF NON-MĀORI DOCTORS 
Again, tikanga and te ao Māori were major themes in this section, with cultural competency 
and awareness being key. Examples were being open to Māori change, and being “willing to 
learn” (Participant 6)  
Taking responsibility for Māori health was another expectation of non-Māori doctors, and again 
learning about their own biases was mentioned. One participant said, 
“if you look at "The Treaty of Waitangi" to talk about that you’re going to 
say that all doctors have a role, you know? In providing equal health and 
ensuring that there are equal health outcomes for both European and Māori 
patients; and because current outcomes aren't equal, that would mean that 
you are directing some of that into trying to figure out how to improve those 




4.5 BEING A MĀORI DOCTOR 
Much was learnt about what it means to be a Māori doctor from the previous parts of the 
interview and in particular the discussions around motivation (why I’m doing what I’m doing) 
and expectations exposed a range of themes around the meaning of being a Māori doctor. The 
expectations’ findings highlighted that there can be considerable pressure and also desire from 
Māori doctors to have a special role in getting it right for Māori patients and Māori health. 
Participants were asked to reflect on their overall perspectives of what it means to be a Māori 
doctor and again, as with other sections both internal and external reasons were given.  
4.6 WHAT IT MEANS TO BE A MĀORI IN MEDICINE 
There are many themes in this section, as it is a large question. Pressure and responsibility was 
the most commented on theme from the men that were interviewed. Being Māori came first for 
a lot of participants, but encountering inequity as a result of being Māori was the other side of 
that. Doing things in a Māori way was another important part of being Māori in medicine, 
moving “towards equity”. (Participant 3) 
 “I think you do have to have a degree of focus um, on Māori health, with all 
of the various hats that we wear, you always have to have at least the little bit 
of that hat thinking about what this might mean for Māori health. Um, and 
remain an advocate for that, as best you can, and all of the roles that you take 
on; be it at the clinical level, be it at the DHB management level, be it at sort 
of the national level, um, yeah, that's a really tricky question that's going to 
be so individual for everybody as to how... ...How much everybody feels, and 
how much they feel they contribute or can contribute, or don't contribute.” 
(Participant 9) 
Participants talked about there being a sense of pride and privilege to being a Māori in medicine, 
with the influence, empowerment and confidence in them. One participant said, 
“I think it means more pressure… … You're judged a lot more. Uh, people 
are watching you because there's more pressure to get things right, not only 
as being Māori, but you still have to get the academics right because you 
don't want to make people think that just because you're Māori, you're not as 
good as they are… … overall, being a Māori doctor means you have to think 
a lot more… … I think that’s, uh, the toughest bit is trying to do the right 
thing, but also to be yourself because you don't want to ... You sort of have, 
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you've got the whole Māoridom carried on your shoulders whilst you're 
walking around the ward doing your ward round, but you still want to be an 
individual and have your thoughts and say about things. I think it's sometimes 
tough to do all of it without either offending someone or offending yourself or 
your culture, because you didn't stick up for something or you did and now 
you've hacked off the nurse or your consultant or something because of stuff 
you believe in.” (Participant 11) 
Providing a high quality service to their community was discussed also. 
“That's kind of my purpose is that I am providing high quality with someone 
just really lucky that Turuki has the same philosophy.” (Participant 10) 
Isolation was a theme that came out in half of the interviews sadly, mostly from more senior 
doctors. Being Māori, “it often means being alone. In fact, really lonely and reviled.” (Participant 
7) 
This was distressing to hear as the researchers and this sense of isolation was clearly felt with 
some depth by some participants. 
4.6.1 PARTICIPANTS’ STRENGTHS IN MĀORI HEALTH 
Whakawhanaungatanga with patients and colleagues were major strengths talked about by the 
participants; being Māori, we “relate easily” (Participant 8). Whānau connections were important 
here too, as one participant put it “that provides a good avenue, a good sort of step in the door 
in terms of figuring out what are the obvious ways that we could be improving things, and how 
can we go about it.” (Participant 8). Whānau are a good pou (support). Another participant “had a 
really poor upbringing”. (Participant 10) 
“I do know what it is to live on the bread line or below the bread line and I 
think that gives me empathy. I'm not necessarily going to tell my patients that, 
sometimes I do. I think it just means that when they say they can't afford their 
medications I know they actually can't afford the medications. There's not 
kind of judgment on them not budgeting or whatever because I know actually 
the money isn't there. It's about working with them to come up with a solution. 
What can we provide? How can we help them for the next three months to get 
to the point where they could pay for it and linking them up with the services 
to support them to do that?” (Participant 10) 
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Experience was something else these Māori doctors brought to the table, “clinical excellence” 
(Participant 7) being talked about by two participants, but the other four talked about work ethic 
instilled in them from a young age, their passion for Māori health and motivation, but also 
knowing their limitations, and having tact and diplomacy when required. One participant said, 
“I've been quite effective at, um, how do you put this? Sort of, the diplomacy 
kind of thing, the, um, getting people on board and, um, engaging the people 
in a constructive way that doesn't get people's back's up.” (Participant 4) 
Leadership was a quality talked about by senior doctors. One participant talked about already 
being in “various positions of responsibility and authority” (Participant 9), but others talked more 
about learning skills to be in an effective leader, and the other woman stated quite nicely “I 
have guts” (Participant 7). 
Having an “expectation of equity” (Participant 3) was a strength touched on by only one person, but 
a strength that is shown throughout all interviews, even if it was not said outright. 
4.6.2 VALUE OF THE PARTICIPANTS’ WORK TO THEMSELVES 
The only mentions of being a Māori doctor being ‘just a job’ was spoken as a joke using ‘value’ 
as a term for monetary worth, and another asked “Apart from a job and putting bread on the 
table?” (Participant 9). It speaks to Māori doctors everywhere that the value of this job is assumed 
to be more than just a payslip. 
Māori health and patients were first and foremost in most of the participants’ minds; “my work 
allows me to feel like I'm giving something.” (Participant 3) 
“[T]he reason I got into Māori... Into being a doctor, as I said before, was to 
try and improve Māori health. So I guess the value of the work is every time 
you are able to achieve some positive gains, that it's value in and of itself 
that's inherent in why you became it. Why I became it.” (Participant 9) 
“I think when you can see a difference that you can make in the life of a 
patient or a family, that's really satisfying, and that's probably, that's the 
reason that I keep doing what I do. It's when you can actually see the changes 
that are made.” (Participant 5) 
“I can honestly say when I get up in the morning, I look forward to coming 
to work. I guess, for me, as I say, in general practice and being here for some 
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time, why I really enjoy my work is that I'm working with a community that 
I've got to know. They've got to know me, and every day, you learn something 
more. You share and learning something more about each other, and that, to 
me, is ... anyone who ever tells me they get bored being a GP, I would 
challenge them, "How could you? Your day is never the same." If you take 
the time to get to know people, you've got thousands of people that are 
different that are going to share with you something that is personal and 
unique and you'll share with them. Yeah, I find it very rewarding and 
fulfilling. It's a great life.” (Participant 2) 
“It's really cool to see people get really well as opposed to just plod. To me 
that's kind of how we manage diabetes at the moment, and the main stream 
things we tell people is that it's a progressive disease and you can maintain 
your health if you're lucky. Moving the focus to healing and improving to a 
next level. Actually really gaining health.” (Participant 10) 
Being a doctor is an important part of the participants’ lives, it is a challenge they are taking, 
and it allows them to give back. One participant said, 
“Not only being a big part of my life in terms of the time that it takes up, but 
in terms of also that it sort of dictates the rest of the things that I do in life.” 
(Participant 8) 
One doctor does not have the same fire anymore, and is slowly withdrawing from medicine. 
They said, 
“The fire in the belly isn't so strong then because I have got other priorities.” 
(Participant 1) 
Junior doctors talked about insight, awareness and enjoyment, whereas more senior doctors 
talked about a challenge, and it being an important part of how they see themselves. It is a big 
part of their lives, makes them better people by becoming well-rounded through interactions 
with patients. “[y]ou don't do medicine for the money. You do it uh, because you enjoy it.” 
(Participant 6) However, some participants did warn that “you can become arrogant and you can 
become, like, you think that you have more concrete views about things.” (Participant 11) 
“[T]he gap between us and the people that we're treating continues to get 
bigger and bigger, and sometimes I feel like what understanding I did have 
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of where they might be coming from is so much further in the back of my 
memory that sometimes it's hard for me to relate to them.” (Participant 5) 
4.6.3 VALUE OF MĀORI DOCTORS TO MĀORI HEALTH 
“[R]ole models” (Participant 11) and “leaders” (Participant 4, Participant 9) is how some participants 
described the value of Māori doctors to Māori health. They are able to advocate “for changes 
to the system or, um, or just for the voices of the, our people to be heard.” (Participant 5) 
The participants believe we need more Māori doctors, “at least in proportion to our 
demographic population.” (Participant 9) It gives empowerment and tino rangatiratanga. “It's 
about saying Māori are not dumb. It's the stereotyping that's just so pervasive.” (Participant 10) 
“I think part of that is, the sort of, um, the benefit for those patients and for 
those communities, but also it does, sort of, ah, I guess change the narrative 
a little bit in terms of who's seen as a doctor, you know. Um, it's not the, it's 
not the, ah, slightly older white male anymore that's, you know, you can have 
Māori doctors, um, you know, but we have mostly women graduating now 
from medicine. You know, there's that whole, um, change in the stereotypes 
around, ah, who's, you know, who's a, um, who's a doctor and also the, the 
whole thing around Māori being seen as recipients of healthcare rather than 
the ones who actually provide the healthcare and make the decisions about 
what happens in the health system and stuff.” (Participant 4) 
Māori doctors have a positive effect on Māori health, “they bring stuff they don’t even know 
they have, or they bring it without, they bring knowledge and tikanga and skills that they, that 
are not always recognised in a mainstream health system, they’re not measurable, for want of 
a better word, they’re not, not always values, but they bring a perspective that helps, ‘what’s 
good for Māori is good for all’”. (Participant 3) “It's everything really. I think um at the end of the 
day, um, it's through having more Māori doctors, uh, that will create change in Māori health.” 
(Participant 6) 
Being good collaborators and whakawhanaungatanga was also mentioned by a few 
participants.  
“If you want to advocate for Māori health, I think you need to have ... You 
can't do it by yourself. You have to work with other people to achieve that. 
Otherwise, you just don't get there, I believe.” (Participant 1) 
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4.6.4 COMMITMENT  
Participants highlighted their commitments to both Māori health and health.  
“you like to think that all doctors would have a commitment to health. I think 
they probably do. I think? I'd like to think that my own commitment is to 
both.” (Participant 8) 
Others put “Māori health first and foremost” (Participant 7) with the expectation “that it would 
improve everyone's health.” (Participant 7) However, one participant said “once I've got someone 
in front of me, I'm focused on them whoever they are. I definitely prefer to be in a place where 
my patients are mostly, the majority are Māori” (Participant 10), and others shared that sentiment, 
and most work in a Māori community anyway. No one said that health in general was first for 
them. 
4.6.5 PERCEPTIONS OF MĀORI DOCTORS OVER THE YEARS 
There are now more Māori doctors, “That's a really obvious thing which is really cool” 
(Participant 2), but for some participants there is always room for more. 
“It should be just a normal thing that Māori go to med school and that they 
make up twenty percent of the class.” (Participant 3) 
Because of the lower numbers before, medical school was “quite an alienating experience.” 
(Participant 4)  
“I get the sense that Māori doctors, especially the ones who are, you know, 
came through well before me, had to be pretty thick-skinned and had to be 
pretty tough to, to get through. And, um, often, I think that's sort of shaped 
the way they've gone about their careers.” (Participant 4) 
Another doctor agreed with that sentiment. 
“[A]mong the older Māori doctors, um, there's a greater proportion of, 
greater proportion of them who were politically and otherwise vocal, um, and 
who, they didn't grow up in a system that, um, made provisions for them or, 
um, gave extra support for them or try to make it easy for them to get into 
med school or anything like that, and they fought for support and for 
advocacy and for, um, for, like, the formation of Te Oranga and things like 
that while they're in med school. And, it was hard, and they came out the other 
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side and have continued to be, like, the vocal, courageous advocates for 
Māori health on the other side of that, who don't get put off when other people 
have a different opinion to them or whatever.” (Participant 5) 
“Young Māori medical students and doctors are identifying really early on now, which is cool. 
That suggests a certain pride in your Māori side.” (Participant 2) This earlier identification gave 
one participant the feeling that Māori doctors are “good, well rounded people.” (Participant 2) 
Another participant said; 
“[I]t's been pretty incredible to see the, the younger generation of students 
and junior doctors who, you know, can now, ah, um, speak the reo and get up 
and do waiata and, all, you know all that sort of thing… … that's been really, 
um, heartening really, has been the, um, that side of being a Māori doctor 
seems to have been really, um, nurtured and being really, kind of, ah, 
supported and, and we're seeing, you know, we're seeing as, I think, ah, um, 
seeing that really being expressed on the, the Māori medical students and 
doctors coming through now.” (Participant 4) 
The theme of Māori doctors being well rounded was only brought up by senior doctors. One 
said, 
“they're good, well rounded people.” (Participant 2) 
At the end of the day, everyone has their own way of being valuable to Māori health, a theme 
brought up by one junior doctor. 
“There's our role models, which are very out there and you know every one 
of them, and then there's people of their generation who, uh, you don't really 
think of but if you think for 20 minutes maybe, you'll remember your names, 
and it because some of them are more, advocate more publicly than others, 
and some put their hands up for more roles than others… … Some people, 
yeah, put their hand up and say, "I want to be the chair of Te Ora," and other 
people say, "Well, I'll do all the groundwork, but my name won't be in the 
paper,"”. (Participant 11) 
4.6.6 CHALLENGES FACED AS A MĀORI DOCTOR 
Being a doctor in general brings up a whole myriad of challenges, like time, stress of important 
exams and your own health, not just Taha Tinana (physical wellbeing), but also Taha 
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Hinengaro (mental wellbeing), Taha Whānau (familial wellbeing), and Taha Wairua (spiritual 
wellbeing). One participant said, 
“in terms of holistic health for myself, like, that was my (laughs), um, Te Taha 
Hingengaro that was, like, down, and then at the same time, I hadn't seen 
much of my family and, um, uh, and, like, I guess, um, seeing lots of bad 
outcomes just made me have lots of questions for God about, like, how does 
this even work? And so I felt like kind of three of my whare pillars were down, 
and only, like, my physical pillar was strong, and so, um, that was, yeah, 
really challenging.” (Participant 5) 
However, Māori doctors have other challenges on top of those ones. 
“the gap between us and the people that we're treating continues to get bigger 
and bigger, and sometimes I feel like what understanding I did have of where 
they might be coming from is so much further in the back of my memory that 
sometimes it's hard for me to relate to them.” (Participant 5) 
Isolation was brought up by the majority of participants, and I'll let some of their words speak 
for themselves. 
“when you're so involved in being a doctor, in a first year of being a doctor 
or seeking being a doctor, you sort of don't have enough time or enough in 
your brain to facilitate hooking up with all your other Māori friends, and 
there were a few in [this city], and even some that, you know, would identify 
as being Māori in uni and we would hang out, and then come to being a 
doctor, unless you're really motivated to connect and keep that going, the 
ones that were just in the Māori realm, I don't know if that's the PC way of 
saying it, they would just drop off.” (Participant 11) 
“You still hear it now; Māori privileges type stuff. I got interviewed for that 
an interview with Jerry Brownlee which was really uncomfortable so that was 
a huge challenge because that was in the main stream media, our classmates 
were talking about it, our non-Māori classmates, we became really 
conspicuous and singled out and talked about. We became quite isolated as a 
group.” (Participant 10) 
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“I think the other challenge was just not having that role modelling in my 
clinical attachments as I went through.” (Participant 10) 
“It was actually very lonely, extremely lonely being a trainee with no other 
Māori around me, and I think all of the others, my contemporaries, felt the 
same way, but there were so few of us that we didn't really even have time, 
because when you're training, you don't and have a family. You don't have 
time to do anything else. Particularly, if you're a woman.” (Participant 7) 
“Oh it’s a terrible time for health, eh? You know I stopped doing my diving, 
my hunting, actually the two things I love. Didn't see my family for six months. 
Um, which you know that's a huge part of my mental health.” (Participant 6) 
“outside of work, um, parted ways with my uh, [partner] of about eight years 
last year. It was largely, I guess probably was related to medicine”. (Participant 
6) 
As a point of reference, this next quote was from a participant who went through health sciences 
within in the past three years. 
“I have a tāmoko [ (tattoo)] on my arm and I couldn’t hide the fact that I was 
Māori, not that I really wanted to, um, so that was a big emotional challenge, 
was how do I get through it, I can't you know, be judged every single day for 
being Māori and aiming to get into medicine, when everyone else that was 
aiming to get into medicine knew there was an alternative pathway for me to 
get into medicine with. And it gets personal. it shouldn’t, because what would 
they do if they were in my shoes? But it just, they just take it personal. You 
know, Personal attacks. Like I, how I was yelled at one day by a white person 
getting in, or going, aiming for medicine when I was at my hall, and their 
argument was just, just pathetic, it was just completely illogical, they just 
wouldn’t listen, and thought that um, there was no place for Māori in 
medicine if they can't achieve as high as everyone else. But didn’t respect the 
factors that affect Māori outside of admissions, outside of university in a 
wider context, and they just, it was a personal attack, they was like you 
shouldn’t be in, um, I don’t think there’s a place for you in medicine if you 
can't um, achieve highly, and that was based on his assumption that we, every 
Māori just achieved poorly.” (Participant 12) 
70 
 
And even amongst Māori, we can be isolated. 
“I often feel like there is this, there is a little bit of, um, judging that goes on, 
I mean, to be honest, around who's more or less Māori.” (Participant 4) 
Cultural competency was a challenge brought up by a few participants, across gender and stage 
in career. From Don Brash’s speech about “Māori preference, admission type games” (Participant 
10), to racism in entry to medicine; a peer saying that “there was no place for Māori in medicine 
if they can't achieve as high as everyone else.” (Participant 12) Also, “assumptions are made” 
(Participant 3) from your colour as to whether you’re Māori or not, and there is frustration at how 
ethnicity is defined. Another participant’s boss refused to go to cultural competence training, 
which was exasperating. 
“I mean I find it so frustrating talking to people who know nothing about the 
bloody treaty… … when I think they should, and I'm talking at a governance 
level now.” (Participant 1) 
Those were more senior doctors who talked about Don Brash’s speech, looking Māori versus 
being Māori, and people not knowing about Te Tiriti. For junior doctors, it’s hard to pull up a 
person in a position of authority. 
“you would have scenarios where you'd have a, uh, consultant who would do 
something that you felt was, um, maybe inappropriate because it's on the 
Kaupapa ward and there's lots of other Māori nurses around, and then you'd 
have to mention something, um, or maybe you won't, and if you do, then, um, 
then you need sort of backup from your friends or from your, uh, peers to say 
that that's not the right thing to do, for example maybe they sit on the table or 
something and they would just keep sitting there… … or urinal bottles on the 
food trays and stuff… … And so you sort of brace yourself for one of the 
pathways of either they're going to be, like, "I don't care what you say," or 
they're going to be like, "Oh, oh, I’ll never do that again." There's always 
only two responses that come, and, um, and not matter which response it is, 
you sort of still want backup and support, and, um, I think if you're on a 
particular ward and in Tauranga we have the Kaupapa ward, which is great, 
because there's lots of Māori nurses so they would usually ... They'd say 
something before you even said something. Um, and if you said something, 
they would usually back you up, and they would be your support people… … 
71 
 
But then, um, I guess some of the challenging scenarios of it if it happens and 
you're by yourself, and then you, um ... The rest of the day is a bit awkward 
with your consultant, and, um, or maybe not, and I've had, uh, with our 
respiratory doctors this year, they were always asking, "Oh, what can I do 
better? What can I ... How can I help with things?" But, that's not always the 
case” (Participant 11) 
As mentioned before, Participant 12 had racist remarks thrown at them less than three years 
ago. 
Setting priorities and having them set for you was a challenge for some of the more senior 
participants. “Do you go to your uncle’s tangi or do you sit your exam?” (Participant 7) “In terms 
of being a Māori doctor, there are additional, I think, expectations from the community.” 
(Participant 9) Where this participant works “there is a various community... Māori health 
community group action networks, which are sort of saying, yep, he's a Māori doctor in a Māori 
hospital, um, yeah, would you want to come and sit on this board?” (Participant 9) The priority of 
medicine effects the participants’ entire lives; the one junior doctor said “outside of work, um, 
[I] parted ways with my uh, [partner] of about eight years last year. It was largely, I guess 
probably was related to medicine and that I wasn’t willing to go elsewhere which would have 
compromised my training and career. Um, so you know medicine does have that aspect to it as 
well.” (Participant 6) Some advice given by the senior doctors was that you need to learn to say no 
to help set your priorities. 
Among a few of the senior participants, there was a feeling of having to do better than their 
Pākehā peers. 
“sometimes I feel as a Māori doctor you have to be better at your job, that 
whatever you do is looked at more critically than non-Māori doctors, and I've 
always felt that all the way through, and today even, and as being a Māori 
woman as well, that brings its own stuff”. (Participant 3) 
One participant expressed the idea that to get into medical school as a Māori requires more of 
an uphill battle, and there are more obstacles to overcome. 
“We've been as a people; we haven't always had that background or those 
opportunities or those advantages.” (Participant 9) 
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“all of us seemed to be getting, you know, roles on committees and on various 
other things, ah, that our Pākehā, or rather non-Māori colleagues just would 
you know, you know, they, um, they weren't being expected to take those roles 
on. And so, ah, in some ways that was a plus and that gave you, you know, 
really quite amazing experience for your relatively (snickers) junior stage of 
your career. But on the other hand, it did add that level of responsibility and, 
um, you know, as well as doing all the stuff you have to do for the training 
programs. Suddenly, you've got all these other expectations on you as well.” 
(Participant 4) 
One participant mentioned that 
“In my view, for a long time the biggest Māori health issue has been equitable 
access to primary care, because primary care is the private practice door to 
a public health system. And that excludes ... So general practice has been the 
bane of our lives, of Māori achieving equity, but there are all these secondary 
care things that go on as well or they don't go on, that people are not offered 
treatment because it's thought that they won't be able to cope with it. You 
know, and that might be new age treatment of chemotherapy or something 
like that.” (Participant 7) 
They also added “the ministry has tried to tweak those financial drivers to make sure that they 
don't disadvantage Māori, and I'm not sure where they're up to now.” (Participant 7) 
4.6.7 OPPORTUNITIES AS A MĀORI DOCTOR 
Education was the most talked about opportunity by the participants, with answers ranging from 
being taught under another Māori doctor, to actually teaching other doctors and peers, reflecting 
the reciprocation that two participants said was an important Māori value. One participant said  
“So many opportunities… … I opened a conference I did a mihi whakatau 
[(official welcome speech)] at a conference on Saturday, um, being invited to 
hui, like it just gives you a sorta purpose… … I presented my research at the 
national gastro conference last year, like I'm not a gastroenterologist” 
(Participant 12) 
Conferences such as Hui-A-Tau and PRIDOC were brought up before as a cultural recharge, 
but also have an educational value, with some participants presenting their own research at 
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conferences, and “being part of a broader indigenous medical community.” (Participant 4) There 
was also an overseas fellowship, and overseas electives mentioned as educational opportunities. 
One participant brought up Māori entrance at this stage, and talked about how the medical 
school got “Moana Jackson to come in and talk to us about our right to have admission 
schemes. That until we had equal access to intermediate school, until we had equal access to 
healthcare all these things they actually have to have things lift up to get the same outcome. To 
kind of get equity.” (Participant 10) 
Some senior doctors said there is an opportunity to be a positive influence by being given more 
senior roles earlier on in your career; by being on boards; “in a position to contribute and be 
asked.” (Participant 9) Being a doctor, “people afford you a certain level of respect and trust and 
confidence”. (Participant 2) You get “to engage with people all day, every day, it's a very social 
job.” (Participant 8) 
The opportunity for whakawhanaungatanga between doctors was important to more senior 
doctors; one participant talked about “Having support from Te Ora that I knew that there were 
still Māori Doctors out there and I was really lucky that I had placements with Māori GPs 
during my training”. (Participant 10) Another doctor was able to start job sharing with their friend, 
because both of them needed part time work. One participant told of a time when their friends 
were helped to research their whakapapa, so they could give a mihi. 
4.6.8 MĀORI PATHWAY ENTRY INTO MEDICAL SCHOOL 
One participant focused on their experiences going through the affirmative action pathway, 
saying “I think it was a real disadvantage that we were labelled, we were labelled, and 
therefore by definition, we were dumber than everyone else.” (Participant 7) 
All of the other participants said that Māori pathway entry was positive and we need to keep it.  
“I think we still need it. If you remove it now you still risk losing that intake. 
My expectation is that in time that we don’t need it anymore but right now 
well, there's still problems with high school and primary school Māori access 
to education at every level, you still need that ability to get in and be 
supported.” (Participant 10) 
“Well, I mentioned Colin Mantel in the 20/20 program to encourage more 
Māori into medicine. Fantastic, and necessary affirmative action and, 
because of the historical position in which Māori find ourselves. Affirmative 
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action-type programs need to be supported and we all look forward to a day 
when they are not required, but that day is not yet here.” (Participant 9) 
“I think it's a really good idea. I entered through the Māori subcategory, and 
as we all know, it's a means of producing more Māori doctors to try and aid 
those, health outcomes we’re talking about ways to recognise- I think it's 
really, again if you want to talk about as deep as the Treaty of Waitangi… … 
Then it's a duty. It's a duty of the medical schools to produce increasing 
numbers of Māori doctors. So I am very supportive of it.” (Participant 8) 
“in an ideal world, we wouldn't need anything like that… … it is really 
important that, um, given the inequalities in the education system going in on 
educational outcomes and everything that drives that, I think, you know, that's 
really important that, um, we have a way of addressing that and that, um, you 
know, we can, we can actually have the, the policies in place that not only get 
this critical mass of Māori medical students and doctors coming through, but 
also, um, get the support that allows them to, to come through.” (Participant 4) 
“it is well deserved, and my place is there for a reason, and I understand that 
reason, not many other people do but, mmm. There’s no question, I never 
question whether I should be here, and if I do, it’s probably because I'm 
having a breakdown cos I’ve stressed out or something, but it never relates 
to um should I be here cos I'm Māori, it is I should be here because I'm 
Māori.” (Participant 12) 
“Uh ... entry into medicine is a terrible time. The moment I found out I didn't 
get in the first time, I was so gutted because I'd worked so hard for it and ... 
like I've never been the most academic of people, but you know generally 
when I work hard I can achieve what I, you know, what I set out to do but I 
didn't on this occasion. And regardless I'd still had a lot of, I couldn't have 
had any more support from the Māori centre, from whānau, from mates, so I 
still have no complaints there. Uh, it was just that I didn't quite cut the 
mustard. The next couple years after that were pretty tough because I knew I 
had to be sitting on an A average to get into postgrad, so I mean it was a 
tough couple of years, but it was still interesting. I did anatomy which I 
enjoyed. The student lifestyle’s not too bad. Ah it’s ah, probably easier than 
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uh, working on the fishing boats which is what I would have been doing 
otherwise. Um, but then yeah, and then to get into medicine uh, was, was an 
amazing feeling to sort of know that I'd set on that path, that I've been trying 
to get on for so long and yeah. It was great.” (Participant 6) 
“Um, I didn't really think about it. (laughs) Uh, because people told me not 
to, so I didn't. (laughs)… … I think that there's more things to being a doctor 
than being academically smart, and one of it is that you just need to be able 
to be social. (laughs) I think Māori people are social, and I think that's a big 
part of it. I think being a doctor isn't purely being able to remember things. I 
think it's being able to recognize patterns, and being able to put things into 
categories, and I think that's, that's more of it than actually just remembering 
all of the signs of a particular disease, so I think as of now, I think I recognize 
it, but you don't know that when you start, so ... You think that everything's 
about academics, and so you can get down about, you know, not getting all 
the marks that your non-Māori friends have gotten, but then in the end, I think 
... I don't know, there's no statistics, but I'm sure Māori doctors are better at, 
or better because they've got Māori culture with them, uh, at talking to their 
patients and being generally good doctors than purely someone who can 
remember every publication from the BMJ.” (Participant 11) 





4.7.1 OWN ASPIRATIONS 
Career aspirations were the focus for most of the participants, to increase their advocacy for 
Māori equity, and shape the system.  
“I still have this yearning that I will spend a bit of time, at some stage, in a 
rural community”. (Participant 2) 
Personally, participants wanted to feel happy and satisfied, to enjoy their lives and hobbies, like 
“A single handicap in golf would be good.” (Participant 2) Growing their te reo and tikanga was 
for personal reasons, and to be able to converse with some Māori kids in a more familiar and 
comforting way. One participant said, 
“I'd also like to become fluent in te reo Māori. Um, one, because I think it's 
kind of important for, like, my identity and who I am… … also because I've 
been in clinical situations with children whose first language is Māori and 
been like, "I can understand what you're telling me, and I can't ... Like I can 
speak back to you in English, but I can't say what I want to say in your 
language, well, in my language."” (Participant 5) 
One participant had done a lot for health, and wanted to start withdrawing from that to be with 
their whānau. 
“I see myself shrinking in terms of spheres of influence, and for me the main 
thing is still whānau. I'll play with Māori health the way I want to. I'm big on 
that. In some ways, I feel a little selfish but I think part of it, of course, you 
allow other things to actually take up your time and it's payback time to my 
own whānau, is really what it's like.” (Participant 1) 
Whānau was talked about as an aspiration and supporting the next generation was highlighted. 
“I hope that we will get our boys through the education system and into 
careers and a life path that will be really positive for them, but also for the 
wider whānau and the communities they've become part of.” (Participant 2) 
One Participant wanted to get “back to whānau… … I'd love to settle down back home and have 
a family up there and uh, and just have a you know a family that's happy and kids that do what 
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they like to do and uh, make sure that my um, my mum and dad are looked after because they've 
looked after me. And just enjoy life.” (Participant 6) 
One participant was quite a pioneer for their family; “there’s a little bit of um, intergenerational 
thinking, behind that as well, like, to know, to have a family that can… … follow in my footsteps 
and have maybe the same passions… … it would be cool if maybe in a couple of years if I can 
be able to afford to pay for [mum’s] university so she can go and do what she wants to do, it’s 
just empowerment and enabling um whānau.” (Participant 12) 
4.7.2 WISHES FOR MĀORI HEALTH 
Some talked about Māori pride, optimism, expectation “to be well, to enjoy good health and 
wellbeing.” (Participant 2) “I think if you have an expectation of equity, that’s normalised” (Participant 
3). One participant wished that there would be “no judgement for [being] Māori” (Participant 12). 
Behind the next participants’ quotes is an undercurrent of wishing for cultural competency, 
through te reo and tikanga. 
“What we should be teaching is Māori culture and it including our language 
into the why we do things, and our connections to our land and all that sort 
of thing, that the moment we spend 90% of our time undoing the thinking of 
people that think, either don't think or think in a way that is discrimination.” 
(Participant 11) 
“it's not directly related to Māori health, but it's, it plays a huge part and it's 
to increase the level of the fluency of te reo spoken in Aotearoa. As you know 
the, the language is key to the health of any population. Um, and I think by 
increasing the amount te reo that's spoken, naturally we're going to increase 
the level of cultural competence.” (Participant 6) 
“why doesn't everyone just accept that we should learn te reo in schools, you 
know, every school in the country. Um, and just, and just accept that there's 
value in being Māori and in doing stuff that's going to improve things for 
Māori. And that, that's not a threat to anyone. And so it's, so what I'm really 
talking about is the sort of change in the whole, social mind-set and the 
culture of the way we, um, the way we think in this country. Or I think the 
ways, I guess, some sectors of this society think.” (Participant 4) 
Health literacy was brought up by a few. 
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“you know that saying, you get it right for Māori, you get it right for most 
people. That's bloody true, so for me I think that - but I'd go further. I've talked 
to the tohunga around here, that I think that part of their curriculum, should 
be about health, how you look after yourself. When I say that, I'm talking 
about diet, all that stuff, right?” (Participant 1) 
“as a workforce in general, has a really good understanding around Māori 
health and the influence that the workforce has on improving and sustaining 
good health and wellbeing. I think that's a really important thing.” (Participant 
2) 
Resourcing was important to the participants, to help enhance Māori health. Thoughts like 
having “publicly funded general practice” (Participant 7), “making primary health more 
accessible, um, cost-wise” (Participant 5), “to have more clinics set up like Lance [O’Sullivan] has 
set up north. I think um, I don't think they're a solution to the problem, but I think they're a 
brilliant start.” (Participant 6) 
“You can't do anything without resourcing. Well, not quite but that comes out 
of the system. That's what I mean. You got to team work with people in there 
to try and ... I think people have been doing this for years and years but I 
suppose ultimately that's what the Māori party’s for isn’t it? But that's how 
you resource it. Always comes back to that question. Ultimately will it be iwi 
or whatever the doctors have to be paid don't they? You got to be smart about 
it. I believe that there's enough innovation with Māoridom to actually do it.” 
(Participant 1) 
Changes in policies and law were brought up by more senior doctors. 
“in terms of the wider determinants of health and wellbeing, which are so 
broad, but there have been policies and laws and procedures within our 
society that rather than drive disparities, they’ve actually close that level of 
disparity and drive more towards an equity position. I think that's a big thing 
because, if we're honest, as hard as we work, we work within a system, and 
until that changes, we can work our knuckles raw and we're still battling the 
system, so I think that's a big thing.” (Participant 2) 
We need to think about “prioritizing Māori health as opposed to it being an afterthought… … 
if every decision we made considered that whole treaty partnership and treaty relationship, 
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and, um, you know, you'd pre- probably be a long way towards doing that, towards, um, making 
sure that what we are doing was prioritizing Māori health. Um, and I think that also goes along 
with, you know, what I was saying about the, some of the education system and things.” (Participant 
4) 
“tino rangatiratanga” is an important part of the Treaty, and needs to be treated as such. 
There was a wish for a still larger proportion of Māori in the health workforce. 
“My first wish um, which is already partially achieved thanks to some pretty 
special people down south is to get more Māori doctors um and I still think 
that there's the uh foundation and the key to solving the issues we have.” 
(Participant 6) 
“I think having Kaupapa wards. Quite a good idea. We have one here. It 
basically allows a ward where Māori patients can choose to go if space 
allows. They provide you with Māori nurses, and physios, and occupational 
therapists, and house surgeons again if rostering allows… … I guess the 
obvious number two is to have more and more Māori doctors come through” 
(Participant 8) 
“a second wish would be a workforce that, one, has a significant Māori 
component and presence, but, two, that as a workforce in general has a really 
good understanding around Māori health and the influence that the 
workforce has on improving and sustaining good health and wellbeing. I think 
that's a really important thing.” (Participant 2) 
“that its normal to see um, Māori greeting you at the doors of the ED… … 
when I get to a stage where I can not be surprised to see a Māori person 
walking around the hospital, that will be a good day” (Participant 12) 
Governance from different organisations was talked about by a few participants. They had this 
to say, 
“I'd like to see iwi get involved from up here as it were, in terms of looking 
at how as an iwi you can do it but there's some strict rules there. You don't 
use your Treaty settlement money to do that. You take your share - this is the 
way I think of it anyway, out of the system as it were.” (Participant 1) 
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“The second thing is that we have sufficient stability in Te ORA to implement 
a proper mentoring program for house surgeons and specialist trainees, so 
registrars… … we just need to stick at it.” (Participant 7) 
“I talked about Te ORA before, but I think like having that, having a really, 
um, really strong and cohesive and influential organization… … that, you 
know, actually really harnessed the, the, um, expertise and the influence of 
this big community of Māori doctors to create any meaningful change.” 
(Participant 4) 
Recognition of bias was again touched on here as a wish. The participant wished  
“that all health workers in New Zealand have to do a confronting your own, 
recognizing your own biases, course and assessment, and then they do 
something about it every time they see a patient”. (Participant 7) 
“being able to teach people that even though they're not aware of it, that they 
are… … are sort of along the racism spectrum, so making them aware the 
things that they're, um, that they're saying and the way that they're treating… 
... Is because they're judging the patient based on their, um, colour or their 
ethnicity... Uh, and I think it's the identification that's the problem, is that 
knowing that there is an issue as opposed to people that do it and they just 
don't even know that it's happening.” (Participant 11) 
One participant talked about communication, saying, 
“I'd like to see better communication between primary, secondary, and 
tertiary units… … in an ideal world, where notes could be seen from all three, 
and not just from this one practice to the hospital to there, like between 
different GP practices for the same patient, and vice versa. And I think that 
would assist in us taking healthcare to the patients, rather than, at the 





The interviews provided a rich and diverse picture of the journey’s, lives and perspectives of 
Māori doctors. These doctors demonstrated commitment, courage, community connectedness 
and creativity. The results indicate both high levels of commitment and reflect a multiplicity of 
roles and experiences. The discussion section will discuss some of the key themes that have 
emerged and will discuss these themes in relation to what was learnt about the earliest Māori 






“I think you do have to have a degree of focus um, on Māori health, with all 
of the various hats that we wear, you always have to have at least the little bit 
of that thinking about what this might mean for Māori health.” (Participant 9) 
This discussion draws together key learning from the literature on the earliest Māori doctors 
together with themes that emerged from the qualitative interviews. The discussion will focus 
on what it means to be a Māori doctor. Are there shared or comparable attributes, aspirations, 
views and roles; or do these differ? Are there attributes that define who is a Māori doctor? Is 
there a distinction between a Māori doctor and/or a doctor who is Māori? How can this 
knowledge inform us as we move forward, in terms of supporting Māori doctors? 
This discussion will focus on these questions in the context of the attributes and roles of Māori 
doctors, the expectations on Māori doctors and challenges and aspirations.  
5.2 ATTRIBUTES, CHALLENGES AND ASPIRATIONS 
The review of the early Māori doctors identified that there were several attributes held by many 
of these doctors. These common attributes included whakatoatoa (being outspoken), 
mātauranga Māori (knowledge and skills in Te Ao Māori), pūkorero (being articulate), pou 
whirinaki (sense of responsibility), tumu herenga waka (dependable leadership), aroha 
(compassion), niwha (determination), mana, aonui (thirst for knowledge) and koha (giving 
back) and whakawhanaungatanga (forming relationships). These attributes are discussed here, 
both in response to the review of the early Māori doctors and the qualitative interviews of 
contemporary Māori doctors. Within the context of these attributes, the participants revealed a 
range of expectations, challenges and aspirations. These are woven through the discussion on 
attributes and are discussed throughout. 
5.2.1 WHAKATOATOA (OUTSPOKEN) 
Kua takoto te manuka 
The leaves of the manuka tree have been laid down 
Many of the early Māori doctors were whakatoatoa (outspoken). This is reflected in their 
leadership roles within politics, community and in the health sector. A number also had 
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international roles, in the Pacific. The roles of many these early doctors in leadership in health 
and Māori health is well described; as is their outspokenness and challenging of systems and 
services to improve outcomes for Māori. For some this was at a national level, for others it was 
at a community level and for others, this occurred also in the Pacific and beyond. Although 
these Māori doctors were outspoken, they were more than just speakers, they also acted on their 
words. This led them to be very effective figures at a national and community level impacting 
on Māori health. 
Contemporary Māori doctors also described the need to be outspoken and advocates in their 
roles. There was recognition from some of the younger doctors that the need to be outspoken 
and ‘vocal’ was more of an issue for ‘older Māori doctors’. The importance of organisations 
such as Te ORA and Te ORANGA were also highlighted. This concept of being outspoken 
aligns with attributes of leadership and of advocacy which are described later. Many of those 
interviewed revealed they had roles to provide a Māori voice and this potentially lead to changes 
that would ultimately support Māori health and the future Māori workforce. The role of ‘being 
a voice’ for Māori and Māori health appears common among Māori doctors. 
5.2.2 MĀTAURANGA MĀORI (MĀORI KNOWLEDGE) 
Nāu te whatu Māori 
Through the eye of Māori 
The importance for Māori doctors of having knowledge of Te Ao Māori and the capacity to 
work with Māori communities from the perspectives of those communities was very evident 
from both the literature on the early Māori doctors and from the qualitative interviews. 
Many of the earliest Māori doctors demonstrated great mātauranga Māori. Dr Pōmare was 
“well versed in Maori traditions.” (Butterworth, 2012). Dr Pōmare was also fluent in te reo, 
interpreting an address from English to te reo.("The Maori Gave His Best," 1953) Dr Buck and 
Dr Pōmare, along with their friend Ngata and writer James Cowan focused on diverse aspects 
of Māori ethnography and history (Butterworth, 2012). Dr Wi Repa was fluent in te reo and 
English, and was asked to lecture in schools about Māori history and health, but also at 
important events and on the local marae. Dr Wi Repa also wrote about Māori history, customs 
and health problems, including a study on tuberculosis (Jackson, 2012; Mackay, 1949). Dr 
Maaka initiated the building of small baches behind family homes for tuberculosis patients so 
they would not be away from their whānau (Haami, 1995). Dr Maaka mixed both rongoā Māori 
and European medicine, using rongoā and referring patients to tohunga if that was required 
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(Haami, 1995, 2012). Dr Maaka recognised mākutu, and even with the Tohunga Suppression 
Act, would refer them to tohunga (Haami, 1995). Māori problems, like violating tapu, Dr 
Maaka said had to be dealt with in a Māori way (Haami, 1995).  
Dr Pōmare and Dr Buck were on opposite sides of the Tohunga Suppression Act, for differing 
reasons. Dr Pōmare encouraged the suppression due to the view that some tohunga were 
corrupt. However, Dr Buck opposed the suppression, possibly due to some tohunga not actually 
being corrupt, and practicing rongoā. Even when the Tohunga Suppression Act passed, Dr 
Maaka would send some patients to tohunga, because although Dr Maaka was very 
experienced, tohunga were needed for their expertise in rongoā. A lot of the past Māori doctors 
also brought in Te Ao Māori to their practice, with korero te reo Māori, mātauranga and 
tikanga, whakapapa, and karakia; which the participants also talked about using in their lives.  
The interviews with Māori doctors reinforced there is a desire from the doctors to have 
knowledge and capacity in Te Ao Māori, including tikanga and te reo. The participants 
recognised the value for Māori health of having Māori doctors. Participants also highlighted 
the high level of expectation on them to know about Māori health and make a difference. “I am 
really aware that there’s still this underlying attitude of when it’s to do with things Māori then 
a Māori will know best”. (Participant 2). A number of those interviewed articulated a desire to learn 
more, particularly te reo, however also some described difficulties is becoming fluent in te reo 
with the many other commitments they had.  
The findings from this research are consistent with the research from Lauren Barnett where 
knowledge of Māori health and tikanga were considered crucial and te reo was considered 
crucial by many, but not all.  
5.2.3 PŪKŌRERO (BEING ARTICULATE) 
Ko te reo te tāhuhu o tēnei whare 
The language is the ridgepole of this house 
A lot of the past Māori doctors were pūkōrero (articulate), both in te reo and in English. Dr 
Pōmare gave lectures in America on Māori history, legends and culture to fund his studies, 
becoming “in demand” for an after-dinner speaker (Butterworth, 2012; Cody, 1953). Dr Pōmare 
was able to establish a relationship with the chiefs and elders of various Waikato tribes with his 
ability to orate, using whakapapa and stories (Butterworth, 2012). Butterworth calls Dr Pōmare 
an “outstanding orator” (Butterworth, 2012). Dr Buck was also a brilliant orator, an example of 
which was his use of the Māori sentry’s greeting of the dawn to give tribute to people who 
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helped him in his education at the University of Otago, and going on to Yale, giving the same 
korero while being able to play with Yale’s motto “Lux et Veritas” (light and truth) 
(Roydhouse, 1952,Ross, 1973 #26). Dr Wi Repa also has been called a “fluent orator” in both 
Māori and English, often asked to lecture, and talk at important occasions and on local marae 
(Jackson, 2012). Mackay calls him an “excellent debater” (Mackay, 1949).  
Although this attribute wasn’t specifically mentioned by many of the doctors interviewed for 
this research, there was clear recognition and admiration of those doctors who were in 
leadership and advocacy roles and the importance of having a Māori presence and voice in 
important decision-making and health service bodies.  
5.2.4 POU WHIRINAKI (SENSE OF RESPONSIBILITY) AND TUMU HERENGA WAKA (DEPENDABLE 
LEADERSHIP) 
He tangata ki tahi 
A man who speaks once 
Leaders are often charismatic, outgoing people with a set goal in mind, and many of the earliest 
Māori doctors are no different. Butterworth calls Dr Pōmare “one of the generation of Maori 
leaders educated at Te Aute College in the 1890s who were to assume positions of leadership 
in both the Maori and Pakeha worlds” (Butterworth, 2012). 
Some of Dr Buck’s charisma came from his “charm” and “infectious good nature” (Sorrenson, 
2015). Dr Buck also had a good sense of humour, and imagination, which Ngata told Dr Buck 
to not hold onto too tightly, to let it have its way so Dr Buck’s narration could play “brilliantly 
about data organised in a scientific and masterly manner” (Duff, 2000; Ross, 1973; Sorrenson, 
2015). This narration came into Dr Buck’s parliamentary speeches, telling the story of Maui 
and the Sun to debate the idea that daylight savings was a 19th century idea (Roydhouse, 1952). 
Ngata ended up relying on Dr Buck more, and Ross says that “no initiative was launched on 
which they were not of one mind. Ngata worked to Parliament and in meetings; but Te Rangi 
Hiroa was the doctor who worked in the villages and won the confidence of his patients. They 
spoke with one voice and the people learned to trust them” (Ross, 1973). Duff confirms Dr 
Buck’s reliability by saying he has a sense of responsibility (Duff, 2000).  
Jackson states that Dr Wi Repa started developing his leadership qualities at Te Aute College, 
where he was captain of the senior rugby team, and “one of the first officers of the college's 
cadet corp” (Jackson, 2012).  
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Dr Ellison was a dependable man. When Dr Ellison’s child Joy was ill with pneumonia, and 
her chances were better in the Pacific Islands, he took the first job he could there (Ihaka, 1963). 
Although Dr Ellison’s daughter died before they left, it speaks to his character that he kept the 
position in Niue, and the family left for a “prolonged service in the tropics” (Ihaka, 1963). After 
a hurricane in Rarotonga, damaging its port and hospital, Dr Ellison got straight to work 
reconstructing, and by the time support arrived, the hospital had reopened (Ellison & Brons, 
2012). During an outbreak of German measles, Dr Ellison converted churches and school into 
make-shift hospitals, staffing them with missionaries and teachers (Ellison & Brons, 2012). For 
Dr Ellison’s “long and dedicated services to the Polynesian people”, he was awarded the King 
George V Silver Jubilee Medal, and made an O.B.E. (Ellison & Brons, 2012). 
Dr Potaka was introverted and quiet, but “very brilliant and very capable”, was remembered as 
having “quite a sense of humour” and “was always ready, willing and able to help everyone.” 
(Young, 1999). Dr Maaka did not retire from medicine, he kept “seeing patients until a few 
days before he died” (Haami, 2012). Furthermore, Dr Maaka put his own money into the Māori 
Education Foundation (Haami, 1995). Dr Bennett expressed his leadership, in one instance, by 
speaking out against racism. Upon being refused a drink in a local pub based on his race, Dr 
Bennett spoke to the press saying "If we are going to tell the world that Maori have equality in 
New Zealand then this sort of thing is untenable. I want to do what I can to put a stop to this 
situation, not for myself but for the race." (Aronson, 2000).  
Dr Bennett also showed his leadership over the years. Dr Bennett was the “medical 
superintendent of Tokanui Hospital”; “pro-chancellor of the Waikato University”, their 
chancellor, chair of the NZ branch of Australia and New Zealand College of Psychiatrists; “a 
Fellow of the Royal Australian and NZ College of Psychiatrists and a member of the NZ 
College of Community Medicine”; nurtured “Whaiora, the first ever kaupapa Māori mental 
health programme”; a member of “the Mason Enquiry team that reviewed the mental health 
sector” and started “forensic psychiatric services for Māori” (Aronson, 2000; Durie et al., 
2013).  
Dr Bennett was chosen to be a Companion of the Queen's Service Order for his public health 
work, and made an officer of the British Empire in relation to his work in Māori mental health 
(Aronson, 2000; Durie et al., 2013). Like Dr Maaka, Dr Bennett did not fully retire from his 
field of medicine and instead worked amongst his whanaunga around Rotorua, helping out in 
the Bay of Plenty area, with a continued support of Waikato University (Durie et al., 2013). Dr 
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Henry Bennett’s leadership is recognised today with the Henry Rongomau Bennett 
Scholarships awarded for Māori mental health leadership and scholarship. 
Dr Paewai took it upon himself to educate Māori people who lived out in isolated areas 
including a demystified process for anaesthesia in surgical operations (Brookes, 2006). Dr 
Paewai hoped to further this education onto “hygiene and preventive medicine” by showing 
more films (Brookes, 2006). Dr Paewai also supported education and Dansey describes Dr 
Paewai as being “deeply interested in education at all levels, not only at secondary school”, 
being vice-president of the Kaikohe Free Kindergarten (Dansey, 1965). Dr Paewai was very 
involved in his community, becoming a member of the Kaikohe Borough Council. (Dansey, 
1965) Dr Paewai also ran a “housing scheme in Kaikohe”, planned a small clothing factory to 
support the community by reducing unemployment (Paewai, 2012). Dr Paewai was also a 
“tireless worker for his church”, for which he served in many different ways (Paewai, 2012). 
Dr Paewai was an attendant at a “Protest Meeting” to “fight racial discrimination in the selection 
of the 1960 All Black team to tour South Africa” (O'Regan, 1959 ).  
In 1960, the Kaikohe Advice and Guidance Society was founded by Dr Paewai, mainly to help 
members of the community with their budgeting, by asking other members of the community 
(including Dr Paewai) to sponsor these families to “find a way out of their financial troubles”. 
(Dansey, 1965; "Integration and the Hunn Report," 1961; "New Year Honour," 1967) For this, 
Dr Paewai was awarded an O.B.E a few years later. ("New Year Honour," 1967) Dr Paewai 
talking about the scheme had this to say: “It is a form of practical adult education. We are trying 
to curtail the expenses of the Maori people, trying to teach them the value of money and the 
need to stay out of debt”. (Dansey, 1965) The Māori Affairs Department later adopted the 
“principles” and “detailed operation” of this scheme to become part of their welfare policy. 
(Dansey, 1965; "Integration and the Hunn Report," 1961)  
Among the Māori doctors who were interviewed, many did talk about their experiences of 
advocating within a leadership context. Some of the doctors who were earlier in their careers, 
recognised the leadership of those who had gone before them. “[A]mong the older Māori 
doctors, um, there's a greater proportion of, greater proportion of them who were politically 
and otherwise vocal, um, and who, they didn't grow up in a system that, um, made provisions 
for them..” (Participant 5). The importance of organisations such as Te ORA were highlighted as 
important in providing and supporting leadership.  
The doctors who were interviewed also described the many roles that they play and these 
demonstrated the kinds of leadership taken up by the doctors. The following from a Māori 
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paediatrician exemplifies the diversity of roles and leadership areas that were common both in 
this research however in the survey undertaken by Lauren Barnett.  
“I am the clinical leader of the um children’s health Department… … I’m a 
neonatal paediatrician, so I’m still a neonatologist… … I sit on the child 
protection trust… … I’m what they call a clinical Senior lecturer and I’m the 
convener for fifth year… … I am doing this Korowai Manaaki a he tamariki 
tetuki tau… … of course I am a member of Te ORA and sit on the Māori 
college training committee… … I sit as the Māori rep on the paediatric 
training committee.” (Participant 3) 
 
5.2.5 AROHA (COMPASSION) 
He hono tangata e kore e motu; ka pa he taura waka e motu 
Unlike a canoe rope, a human bond cannot be severed. 
This concept of aroha is also very evident from the interviews with the Māori doctors. Doctors 
reflected this sense of aroha when talking about patients, whānau (theirs and others), their 
communities and the organisations they participated in (including with colleagues). The sense 
of generosity of time and commitment is evident in both historical and contemporary Māori 
doctors.  
Dr Maaka shows his aroha in many ways; during a 1938 war, helping out the medics in central 
China. (Haami, 1995, 2012) Later in life, Dr Maaka would only accept koha from his patients, 
and even then he would sometimes give it to people if they needed it. (Haami, 1995, 2012) Dr 
Maaka would also lend out his belongings, and money. (Haami, 1995) Medically, Dr Maaka 
gave families a chance to stay together, even when tuberculosis struck; he initiated the building 
of small baches behind the family home so they could still be with their loved ones. (Haami, 
1995) Dr Maaka never fully retired, and would continue to see patients “until a few days before 
he died” (Haami, 2012). Dr Bennett was described by Aronson as a “caring man who went 
beyond the call of duty as a psychiatrist”, showing the aroha he had for his patients (Aronson, 
2000). 
5.2.6 NIWHA (DETERMINATION) 
Whāia te iti kahurangi ki te tūohu koe me he maunga teitei 
Seek the treasure you value most dearly: if you bow your head, let it be to a lofty mountain 
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Dr Pōmare showed his niwha in his studies, going off to America and having multiple jobs to 
put himself through medical school over there and become the first Māori doctor. 
Dr Buck was born in “very humble circumstances”, but showed his niwha in his seeking 
admission to Te Aute, and then medical school at the University of Otago. (Ross, 1973) Later, 
Dr Buck “had to go to Hawaii” to pursue his Polynesian studies. ("Te Whare Wananga O 
Waikate Me Te Iwi Maori," 1965) Dr Buck was also described as “hardworking” (Condliffe, 
1971). 
Dr Wi Repa is described by Jackson as having a “dogged spirit”, and being a “determined 
student” (Jackson, 2012). Jackson notes that through Dr Wi Repa’s “persistence”, his sanitation 
suggestions were accepted (Jackson, 2012). During an outbreak of typhoid near Te Kaha, Dr 
Ellison, adamant the water was to blame, tested it intensely to confirm this. (Ellison & Brons, 
2012) Dr Potaka was described as “all hell and high water wouldn’t stop him”. (Young, 
1999).Dr Grace worked hard, from 8am until 7:30pm most days, and was also on call. (Hayton, 
1999). Dansey describes Dr Paewai as a “slave of his own high ideals and he is his own ruthless 
slave-driver”. (Dansey, 1965). 
Dr Buck, as a child was always wanting books; “a pedlar and a parson helped him with his 
learning” (Roydhouse, 1952). Dr Wi Repa’s study’s were “steady rather than spectacular”, but 
his determination led him on to medicine (Jackson, 2012). Dr Potaka, while in the Antarctic, 
went digging for materials in the snow from the Baed Antarctic Expedition 1 to satisfy his 
curiosity (Young, 1999). To Dr Maaka, a well-rounded education was important; “take the good 
from both the Māori and Pākehā cultures” (Haami, 1995). Dr Maaka also knew te reo, and had 
amassed a large collection of whakapapa and culture (Haami, 1995).  
Like the early Māori doctors before them, the doctors interviewed for this project also 
demonstrated and described the determination in their journeys to become Māori doctors. It 
was clear from the various korero that many of those interviewed had experienced a number of 
challenges along the way, however they had persevered and faced these challenges. Challenges 
included dealing with racism, isolation, high and diverse expectations, distress at the high level 
of need, balancing different roles and carrying the weight of expectation in relation to Māori 
health. Many of the doctors spoke of looking forward to the day when there were more Māori 
doctors and their commitment to supporting this. “…when I get to a stage where I can not be 




5.2.7 WHAKAMŌWAI (HUMILITY) 
Ehara taku toa, he takitahi, he toa takitini 
My success should not be bestowed onto me alone, as it was not individual success but success 
of a collective 
Despite the many great accomplishments and contributions whakamōwai (humility) was also 
identified among the early Māori doctors. Ihaka calls both Dr Ellison and his wife charming, 
hospitable and humble, and a couple who made their mark in contribution to Māori, country 
and Commonwealth, and to the Church (Ihaka, 1963). Dr Grace was also called humble 
(Hayton, 1999). Dr Maaka hid his awards away so he would not put his mana above his patients 
and treated people and patients with great humility and understanding (Haami, 1995). Dansey 
calls Dr Paewai humble, by saying Dr Paewai would be “too busy with present needs to worry 
about past achievements” (Dansey, 1965). The interviews with Māori doctors also reflected 
humility with doctors focussed on their roles, communities and their capacity to make a 
difference.  
5.2.8 KOHA (GIVING BACK) 
Tuakana teina 
Senior teaches/mentors junior 
Giving back and reciprocation are important Māori values, shared by many of the doctors 
interviewed and researched in this thesis. In both cases, it was obvious that there are many ways 
to give back to Māori health, not just becoming a GP and going back to your turangawaewae 
(a place to stand) to look after your community. The first two doctors went into politics, 
changing policy to affect Māori health. The next two Māori doctors became GPs and did go 
back to their own iwi. The people interviewed were so diverse in their fields, but one way or 
another, they were all giving back to Māori health. 
5.2.9 WHAKAWHANAUNGATANGA (FORMING RELATIONSHIPS) 
Whakapūpūtia mai ō mānuka, kia kore ai e whati. 
Cluster the branches of the mānuka, so they will not break. 
Whakawhanaungatanga was still a part of the first Māori doctors lives, Dr Pōmare and Dr Buck, 
along with Apirana Ngata, made their mark on politics, and were a part of the Young Māori 
Party. With the Māori councils, Dr Pōmare, and Dr Buck, through their knowledge, and the 
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mana of the rangatira of the communities, their collaborative efforts helped communal 
hygiene, and therefore Māori health. The doctors who were more isolated from other Māori 
doctors, I believe, had a harder time dealing with their lives. Today, doctors tautoko (support) 
each other. Using the Māori centre as an example, places and departments like this helped Māori 
doctors through university. Te ORA is another example of whakawhanaungatanga, which is 
needed to tautoko Māori doctors after university. Whakawhanaungatanga with other doctors 
around the world was also brought up as being important, and being able to use it professionally 
for better communication. Whanaungatanga (relationship) has been shown to be very important 
to these Māori doctors, and something I will be taking forward in my work. 
5.2.10 EXTRA RESPONSIBILITY 
Manaaki whenua, manaaki tangata, haere whakamua 
Care for the land, care for people, go forward. 
Extra responsibility was a theme that turned up in the interviews, but it also ran through the 
literature review. Dr Pōmare and a couple of friends, as young men, went around various hapū 
and whānau, trying to get them to practice hygiene in a way that would deal with Pākehā 
illnesses. Dr Ellison and Dr Wi Repa went back to their communities. Dr Maaka had extra 
responsibilities through his many patients, so many, that they would be lining up inside and out, 
spilling out onto the lawn, just to see this Māori doctor. Some of the participants feel that an 
expectation from other non-Māori doctors was that they would take more responsibility for 
Māori health. This included from having to take on Māori patients for non-Māori doctors, to 
knowing everything Māori and being able to advise and guide others in Te Ao Māori. A few 
participants felt that others expected them to provide “the” Māori view; expecting one person 
to provide the point of view of every Māori in the world. Interviewing these participants has 
given me an insight into the extra responsibilities they hold, or are expected to hold, but I think 
that working within the department I have, has given me more of an in depth look into the extra 
responsibilities for Māori and Māori health.  
5.2.11 ADVOCATES 
He waka eke noa 
A canoe which we are all in with no exception 
Some of the first Māori doctors were the pioneers, quite outspoken for Māori health; they were 
advocates, and proportionally it seems like there were more outspoken advocates than now. 
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They were able to support the next generation of Māori doctors coming through, an example of 
this being Dr Pōmare giving a grant to Golan Maaka when Maaka went to medical school. 
Advocating now is still through supporting the next generation, like Te ORA and preferential 
entry, set up by Māori doctors leaving a legacy for Māori health. Because now there are more 
Māori doctors, utilising whakawhanaungatanga is easier, and it is possible to achieve great 
things. 
5.2.12 CLINICAL COMPETENCE AND EXCELLENCE 
Te tīmatanga o te matauranga ko te wahangū, te wāhanga tuarua ko te whakarongo. 
The first stage of learning is silence, the second stage is listening. 
It was clear in the accounts of the early Māori doctors that they worked hard across diverse 
roles and aimed to provide culturally responsive and clinically excellent services. The 
commitment the early doctors showed to their patients was reflected in some of the lengths the 
doctors went to, in order to support positive outcomes for health, even when this led to conflict 
in some situations.  
The contemporary Māori doctors also highlighted that part of making a difference was seeing 
positive outcomes for patients and communities. A number of those interviewed talked not just 
about making a difference however also the opportunities to see people getting better and to 
know you had made a difference because of your clinical skills.  
5.2.13 PUBLIC HEALTH – TACKLING THE BIG PICTURE ISSUES 
Ki te kahore he whakakitenga ka ngaro te iwi 
Without foresight or vision the people will be lost 
Many of the early Māori doctors worked at a ‘big picture’ level including at community, 
population and policy levels. The impact of the actions of Dr Pōmare and Dr Buck influencing 
health and hygiene policy is arguably a major contributor to the reduction of infectious disease 
and improved health status of Māori over the early 20th Century. Dr Maaka and Dr Paewai were 
strong advocates in their regions and worked tirelessly with individuals, whānau and with 
initiatives that would impact on the determinants of Māori people’s lives. These early doctors 
recognised the importance of understanding and addressing the context of poor health and were 
active in both policy and practice in strategies to address determinants of health. 
The population level issues impacting on Māori health were also highlighted by those 
interviewed in this research. Māori doctors talked about tackling inequality and inequity, the 
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importance of affordability of primary care, the challenges of ongoing poverty among many 
whānau and the challenges in terms of bias within the health system that may be impacting 
negatively on Māori. A number of participants reinforced the importance of the Māori medical 
workforce growing and making a difference. 
5.3 STRENGTHS AND LIMITATIONS 
The strengths of this research include the bringing together of the journeys of both historical 
and contemporary Māori doctors. This provided a rich body of information, including both 
breadth and depth. The use of qualitative methods to explore the views of diverse contemporary 
Māori doctors was valuable in exploring a broad range of perspectives, journeys and interests.  
Limitations include a reliance on published reports on the early Māori doctor which does rely 
on the perspectives and accuracy of the material provided. With regards to qualitative 
interviews, although every effort was made to recruit a diverse range of Māori doctors, the 
selection was purposeful and a number of doctors were not able to be interviewed. It is thus 
possible that the group of doctors interviewed had a particular selection bias, for example 
towards being more engaged and participating in Māori health than Māori doctors in general.  
The synthesis of knowledge gained from the reports of the early doctors, alongside the 
qualitative interviews, provides a valuable opportunity to identify themes and attributes across 
both groups. Again, there are challenges in undertaking this analysis in a way that remains open 
and unbiased in terms of interpretation. The researcher has worked with one of his supervisors 
to review transcripts and contribute to analysis. 
5.4 WHAT DOES IT MEAN TO BE A MĀORI DOCTOR? 
This research has collected the voices of diverse Māori doctors and positioned these voices 
alongside the historical accounts of the very first Māori doctors. Reflecting on the research 
question, this research has found the participants and historical figures differed from each other 
in a number of ways, however were connected via their commitment to Māori people and Māori 
health. There is no one-size-fits-all Māori doctor. Within the context of a shared aspiration to 
make a difference, both historical and contemporary doctors also shared many similar attributes. 
Although not all doctors articulated the importance of all the attributes described here, many of 
these attributes were described or exhibited in one way or another, by many of the participants. 
This includes attributes and knowledge of matauranga Māori, demonstrations of leadership and 
willingness to take up Māori advisory and other roles, a commitment to Te Ao Māori and 
ensuring appropriate tikanga and identifying and addressing big picture issues were all 
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common. Other common areas were the value of whakawhanaungatanga, the reflection of 
aroha for people and communities, and a recognition of being able to tautoko the next 
generation of workforce.  
Although there were some shared attributes and aspirations the doctors, they had a diverse range 
of approaches, views and experiences in relation to Māori health. This diversity includes across 
roles, time and geography, community and whānau roles and commitments, personality and the 
diverse environments that doctors work in and engage with. 
5.5 RECOMMENDATIONS 
Within this research, a number of similar comments and recommendations were made by 
participants. These recommendations included areas related to workforce development, support 
for the journeys of Māori medical students and doctors, the roles of organisations to enhance 
these pathways; ways in which the health sector could better serve Māori needs, and some 
specific recommendations for training of Māori medical students and ongoing mentoring of 
Māori doctors.  
Workforce development was touched on in several ways. Firstly, culture and tikanga was 
brought up, as a way to continue reducing discrimination in the workforce, and help to change 
the “social mind-set”(Participant 4). This could be helped by education about bias and the 
recognition of it in all health professions, including unconscious bias. Further education about 
Māori health and the influence the workforce has on it could help in this area. Being able to use 
te reo would also provide better communication and therefore better healthcare to Māori, while 
also improving cultural competence. Although the number of Māori in the workforce is 
increasing as more come through, participants identified that this area was still an aspiration for 
them, and therefore, still needs more time to develop. Support for Māori medical students and 
doctors was also a common aspiration for the workforce. An idea brought up was more use of 
Kaupapa wards, allowing space for a more Māori focussed workplace, for Māori patients to go 
to if they would like. This would also allow Māori health professionals to support each other in 
such an environment. Additional support from Te ORA was brought up. A mentoring 
programme could be invaluable to Māori across the country, as many participants felt isolated 
where they were. 
The enhancement of pathways was mentioned by many participants. Changes in the system in 
which Māori doctors work were also mentioned, to reduce the level of disparity between Māori 
and Pākehā health. Resourcing would also help change the system. It would allow primary 
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healthcare to become more affordable; to allow patients to visit when they are sick, not when 
they are very sick. The clinic Lance O’Sullivan has up north was mentioned here as a “brilliant 
start”(Participant 6). Bringing in the Treaty of Waitangi to law could help change the system and 
give Māori more tino rangatiratanga. This could also help the health disparity to close, by 
considering health decisions in light of the Treaty, and how each decision will affect Māori 
health. Governance of these decisions could involve iwi and Te ORA, as representatives of 
Māori as a whole, and also Māori doctors. Communication between primary, secondary and 
tertiary care needs to be improved, both for the patient, and it would also help health 
professionals in their work. 
In considering the overall aim of this research (what it means to be a Māori doctor), it seems 
important to recognise that there is not a clearly recognisable way of differentiating between a 
Māori doctor and a doctor who is Māori. Many participants were grappling with the range of 
expectations held of them, and how they were to meet their own aspirations, for example in te 
reo, or within a context of growing knowledge and experience in Māori health. A 
recommendation that emerges from this research is to challenge the statement that there is a 
distinction. Rather, the focus for Māori doctors is recognition of the shared destination towards 
Māori health however with many differing starting points, challenges and pathways. The 
research reinforces the difficulties and challenges along the way, and the importance of 
supportive whānau, colleagues, networks, training bodies, colleges and workplaces. 
Opportunities to support the aspirations of Māori medical students and doctors along this 
journey could be considered. This includes areas that might fall within the formal medical 
curriculum and others where organisations such as Te ORA may play a role in engaging with 
the support and training needs of Māori medical students and doctors.  
5.6 PERSONAL REFLECTIONS 
I believe that even just being Māori, means that you can bring an invaluable insight to medicine 
in terms of Māori health, even if you don’t know you have that insight. The Māori entry into 
medical school for me, led to a wanting to give back. If I had done this project out of a sense of 
duty, I wouldn’t have had the enjoyment, nor the aroha and fire I felt for this project. To me, 
having more Māori in medicine can only be a good thing for Māori health, and being able to 






Although over 100 years has gone by since the time of the earliest Māori doctors, many of the 
attributes and aspirations of these doctors are reflected in contemporary Māori doctors, albeit 
without the high level of political engagement that was evident in the early Māori doctors, 
relative to their numbers. Attributes associated with commitment to Māori health, mātauranga 
Māori, aroha, niwha, taking up leadership roles and challenges, and responding to the needs of 
the next generation were all evident in both historical and contemporary Māori doctors. Within 
these often commonly held aspirations and attributes, the decision as to whether these attributes 
were applied in a very community setting in primary care (e.g. Dr Paewai) or at political and 
policy levels (e.g. Dr Buck) does not reduce the view that one is any more or less of a Māori 
doctor. The historical and contemporary Māori doctors in this research have diverse journeys 
and contributions, however they share the same destination. The recent growth in Māori 
medical student numbers and subsequent graduations of growing numbers of Māori doctors, 
provides an unprecedented opportunity to support all of these diverse Māori medical 
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UNIVERSITY OF OTAGO HUMAN ETHICS COMMITTEE APPLICATION FORM: 
CATEGORY A 
Form updated: April 2016 
 
1. University of Otago staff member responsible for project:  
Assoc. Prof Joanne Baxter 
 
2. Department/School: 
Māori Health Workforce Development Unit 
 
3. Contact details of staff member responsible: 
Associate Dean Māori Division of Health Sciences Divisional Office and Associate Professor 
Māori Health, Kōhatu, Centre for Hauora Māori – Department of the Dean, Dunedin School of 
Medicine. 
joanne.baxter@otago.ac.nz 
Tel: (03) 479 6548 
 
4. Title of project: 
What does it mean to be a Māori doctor? Historical and contemporary perspectives 
5. Indicate project type and names of other investigators and students:  
Staff Co-investigator Name:  
Student Researcher   Name:  
Level of Study:  





Mrs Anna Tiatia Fa'atoese Latu 







6. Is this a repeated class teaching activity? 
 NO 
7. Fast-Track procedure  
 Do you request fast-track consideration? 
 NO 
8. When will recruitment and data collection commence? 
Monday, 27th of June 2016 
When will data collection be completed? 
Friday, 14th of October 2016 
9. Funding of project 
 Is the project to be funded by an external grant? 
 NO 
10. Brief description in lay terms of the purpose of the project (approx. 75 words): 
This project aims to understand through the stories of a diverse range of Māori doctors in 
New Zealand, what being a Māori doctor means to them. The project will help support the 
best practices of potential and current Māori medical students, practicing Māori doctors, 
and medical training institutions.  
11. Aim and description of project:  
This research aims to explore what it means to be a Māori doctor utilising Kaupapa Māori 
methodology. By sharing the stories, challenges and opportunities of Māori doctors, this research 
hopes to inspire Māori and create opportunities for both Māori workforce development and the 
health workforce. It builds on findings from a recent survey, in a qualitative way, and explores some 
of the extra questions touched on, along with any questions posed by gaps in the literature. 
The project will be in two phases; 
1. A review of literature  
2. Individual interviews  
It is envisaged that there will be up to 40 interviews, until there is saturation, encompassing diversity 
across gender, stage in career, role and locality.  
This research will be undertaken within the context of being part of the University of Otago’s Māori 
Health Workforce Development Unit (MHWDU) and Kōhatu, Centre for Hauora Māori. Supervision 
will be undertaken by Associate Professor Joanne Baxter and Mrs Anna Tiatia Fa'atoese Latu (lecturer 





12. Researcher/instructor experience and qualifications in this research area 
Joanne Baxter (BHB MB ChB (Auck) MPH (Otago) FNZCPHM) has a range of research interests including 
Māori mental health, Māori health workforce development, and health inequalities. 
 
Anna Tiatia Fa'atoese Latu (MPH BSR) has a range of research interests including Māori health, cultural 
competence, Māori health workforce development, social and behavioural cancer prevention, and 
physical activity and health issues for the next generation. 
Anna has current research collaborations with the Social and Behavioural Research Unit (Hauora 
Māori PI), the Māori Health Workforce Development Unit, and the Next Generation Studies – Dunedin 
Multidisciplinary Health and Development Research Unit. 
Anna has recently completed her Master of Public Health, looking at Cultural Competency for Health 
Researchers. Her study not only looked at the literature on cultural competence and safety, but also 
created (with the use of action research methodology) an intervention that was piloted with a small 
group of researchers in the Social and Behavioural Research Unit (SBRU). 
 
13. Participants  
13 (a) Population from which participants are drawn: Māori doctors currently 
working in Aotearoa 
13 (b) Inclusion and exclusion criteria: 
13 (c) Estimated number of participants: Up to 40. This will allow doctors, 
encompassing a range of gender, stage in career, role and locality, to partake 
and have their story told, while ensuring the timelines within this project are 
fulfilled. 
13 (d) Age range of participants: 24-75 
13 (e) Method of recruitment: With the help of supervisors, a matrix 
encompassing gender, stage in career, role and locality will be created, by 
discussion of people we know who fit the criteria. 
 
13 (f) Specify and justify any payment or reward to be offered: 
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As this project is underpinned by Kaupapa Māori principles, there will be a koha 
offered to participants, as a token of gratitude for their mātauranga Māori, time 
and expertise for this interview. 
 13 (g) Pilot Participant: 
A pilot participant will be recruited to give required feedback from the 
participants’ perspective of the interview. 
 
14. Methods and Procedures:  
A review of literature about the whakapapa of Māori doctors in Aotearoa, 1898 –1960’s, describing 
the contributions and attributes of prominent Māori doctors. 
Individual interviews with a range of Māori trainee and practicing doctors throughout 
Aotearoa across gender, stage in career, role and locality. Interviews will be taped, transcribed 
and analysed using thematic analysis. Key themes relevant to the research aims will be drawn 
out and discussed. In particular participants will be asked about their; 
Role/s 
• Journey thus far 
• Contribution and roles in Māori health 
• Strengths, Challenges & Opportunities 
 
Attributes 
• Expectations of oneself and others 
• Aspirations 
• Strengths, Challenges & Opportunities 
 
Skills 
• Support provided  
• Support you provide 
• Strengths, Challenges & Opportunities 
 
It is envisaged that there will be up to 40 interviews, until there is saturation, encompassing 




15. Compliance with The Privacy Act 1993 and the Health Information Privacy Code 1994 
imposes strict requirements concerning the collection, use and disclosure of personal information. 
The questions below allow the Committee to assess compliance. 
15 (a) Are you collecting and storing personal information (e.g.name, contact 
details, designation, position etc) directly from the individual concerned that could 
identify the individual? 
YES  
 
15 (b) Are you collecting information about individuals from another source?  
NO 
15 (c) Collecting Personal Information: 
• Will you be collecting personal information (e.g. name, contact details, 
position, company, anything that could identify the individual)? 
 YES 
• Will you inform participants of the purpose for which you are collecting 
the information and the uses you propose to make of it? 
 YES  
• Will you inform participants of who will receive the information? 
 YES 
• Will you inform participants of the consequences, if any, of not 
supplying the information? 
 YES 
• Will you inform participants of their rights of access to and correction of 
personal information? 
 YES 
 Where the answer is YES, make sure the information is included in the Information 
Sheet for Participants. 





15 (d) Outline your data storage, security procedures and length of time data will be 
kept  
 Data recorded will be stored on a digital voice recorder, and transferred to a 
USB through a computer the day of the interview, and after a test to ensure 
copying hasn’t corrupted any data, the digital voice recorder will have its data 
erased. The computer will not have any files from the recordings stored on it. 
The USB’s physical access will be carefully managed, being on the research 
student while travelling, and locked in a filing cabinet on return to Dunedin. 
Only the people mentioned in 15 (e) will have access to this filing cabinet and 
the information within. When the data is transcribed, the USB device will be 
formatted. 
15 (e) Who will have access to personal information, under what conditions, and 
subject to what safeguards? If you are obtaining information from another 
source, include details of how this will be accessed and include written 
permission if appropriate. Will participants have access to the information 
they have provided? 
Student Researcher 
Primary and Co-Supervisors 
Transcriber 
Participants (only their own transcripts and analysed data) 
 
15 (f) Do you intend to publish any personal information they have provided? 
 NO 
15 (g) Do you propose to collect demographic information to describe your sample? 
For example: gender, age, ethnicity, education level, etc. 
 YES 
 
15 (h) Have you, or will you, undertake Māori consultation? Choose one of the 
options below, and delete the option that does not apply: 
YES We have ALREADY undertaken consultation.  
Receipt number – 5687_18899 
 
16. Does the research or teaching project involve any form of deception?  
NO 
17. Disclose and discuss any potential problems or ethical considerations: Potential risk to 
researcher student undertaking interviews alone. This will be mitigated by ensuring both the 
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participant and the student meet in a safe environment for both parties. There is also a risk of 
uncovering uncomfortable or unsettling experiences. Should participants become distressed or need 
support, in the information sheet there is a free phone number for Healthline, 0800 611 116, which 
will be given at the beginning and end of the interview, with a comment to contact them if the 
participant feels they become distressed or need support. The participant will be reminded that in the 
event that the line of questioning does develop in such a way that they feel hesitant or uncomfortable, 
they will be reminded of their right to decline to answer any particular question (s) and also that they 
may withdraw from the project at any stage without any disadvantage to themselves of any kind. 
 
18. Applicant's Signature: .............................................................................  
 Name (please print): Assoc. Prof Joanne Baxter 
 Date: ................................ 
 
 
19. Departmental approval: I have read this application and believe it to be valid research and 
ethically sound. I approve the research design. The Research proposed in this application is compatible 
with the University of Otago policies and I give my consent for the application to be forwarded to the 
University of Otago Human Ethics Committee with my recommendation that it be approved. 
Signature of Head of Department: .......................................................................... 
 Name of HOD (please print): Professor Peter Crampton 
  Date: ..................................................... 
 
 
Attach copies of the Information Sheet for Participants, Consent 
Form, and Advertisement to your application 
Send the signed original plus 17 double-sided and stapled copies of the application to: 
Academic Committees, Room G22 or G26, Ground Floor, Clocktower Building,  
University of Otago, Dunedin  
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What it means to be a Māori Doctor: Historical and Contemporary Perspectives 




Ko Rimutaka te maunga, ko Ruamahanga te awa, ko Ngati Porou te iwi, ko Ngati Oneone te 
hapū, ko Te Poho O Rawiri te marae, ko Andrew Sampson toku ingoa. 
 
Thank you for showing an interest in this project. Please read this information sheet carefully 
before deciding whether or not to participate. If you decide to participate we thank you. If 
you decide not to take part there will be no disadvantage to you and we thank you for 
considering our request.  
 
What is the Aim of the Project? 
 
This project will attempt to understand through the stories of a diverse range of Māori doctors 
in New Zealand, what being a Māori doctor means to them. The project will help support the 
best practices of potential and current Māori medical students, practicing Māori doctors, and 
medical training institutions. This project is being undertaken as part of the requirements for 
Andrew Sampson’s Bachelor of Medical Science with Honours. 
 
What Type of Participants are being sought? 
Participants will represent a diversity across gender, stage in career, role and locality. To 
ensure the diversity, a matrix will be devised with consultation between the Primary and Co-
Supervisors, and the Research Student. It is envisaged that there will be up to 40 participants 
to ensure proper representation of participant diversity encompassing gender, stage in 
career, role and locality, while making sure the timeline of a year is kept.  
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As this project is underpinned by Kaupapa Māori principles, there will be a koha offered to 
participants, as a token of gratitude for their mātauranga Māori, time and expertise for this 
interview. The participant will be given a copy of the final thesis. The participant will also be 
consulted if they wish during the write up of information, to make sure their words are taken 




What will Participants be Asked to Do? 
 
Should you agree to take part in this project, you will be asked to  
• Take part in a one hour interview with open ended questions, talking about your roles, 
experiences, skills and attributes. 
• The participant and the student will meet in a safe environment for both parties. 
• There is a risk of uncovering uncomfortable or unsettling experiences. Should 
participants become distressed or need support, please call the free phone number for 
Healthline, 0800 611 116. The participant is reminded that in the event that the line of 
questioning does develop in such a way that you feel hesitant or uncomfortable, you 
will be reminded of your right to decline to answer any particular question (s) 
Please be aware that you may decide not to take part in the project without any disadvantage 
to yourself of any kind. 
 
What Data or Information will be Collected and What Use will be Made of it? 
• Participants will be audio recorded. This will be transcribed, to later analyse for key 
themes, to then be interpreted as a whole. Transcription data may be used for 
quotations, but the researchers will maintain anonymity as much as possible in this 
sample size. 
• Personal information collected will be the roles they take, as mentioned in the previous 
point. Participant’s names and emails will be collected, only to contact them for the 
purposes of interviewing, affirming their wordings and meanings conveyed. 
• The people to have access to this information are; 
o Primary Supervisor 
o Co-Supervisor 
o Student Researcher 
o Transcriber 
o Participants (to their own transcription and finalised results) 
• The data collected will be securely stored in such a way that only those mentioned 
above will be able to gain access to it. Data obtained as a result of the research will be 
retained for at least 5 years in secure storage. Any personal information held on the 
participants will be destroyed at the completion of the research even though the data 
derived from the research will, in most cases, be kept for much longer or possibly 
indefinitely. We will make every attempt to preserve the anonymity of your responses; 
however, due to the nature of this research and the small number of participants it is 
not possible to completely guarantee your anonymity. Where there is an instance that 
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an illustrative quote may be linked with an individual, written permission will be sought 
to include this. On the Consent Form you will be given options regarding your 
anonymity. Please be aware that should you wish we will make every attempt to 
preserve your anonymity. However, with your consent, there are some cases where it 
would be preferable to attribute contributions made to individual participants. It is 
absolutely up to you which of these options you prefer. 
• Participants will have the opportunity to correct or withdraw their data before the 
submission of the resulting thesis. Notification will be made before submission via 
email. 
• Participants will be provided with results of the study 
• This project involves an open-questioning technique. The general line of questioning 
includes roles, expectations, skills and attributes of the participant. The precise nature 
of the questions which will be asked have not been determined in advance, but will 
depend on the way in which the interview develops. Consequently, although the 
University of Otago Human Ethics Committee is aware of the general areas to be 
explored in the interview, the Committee has not been able to review the precise 
questions to be used. In the event that the line of questioning does develop in such a 
way that you feel hesitant or uncomfortable you are reminded of your right to decline 
to answer any particular question (s) and also that you may withdraw from the project 
at any stage without any disadvantage to yourself of any kind. 
 
Can Participants Change their Mind and Withdraw from the Project? 
You may withdraw from participation in the project at any time up to the submission of the 
thesis without any disadvantage to yourself of any kind. Notification of this time will be made 
 
What if Participants have any Questions? 
If you have any questions about our project, either now or in the future, please feel free to 
contact either:- 
Andrew Sampson Assoc. Prof. Joanne Baxter 
Kōhatu, Centre for Hauora Māori Kōhatu, Centre for Hauora Māori 
University Phone Number:- (03) 470 3482 University Phone Number:- (03) 479 6548 
 Cell:-021 279 6548 
Email Address saman460@student.otago.ac.nz Email Address joanne.baxter@otago.ac.nz 
 
This study has been approved by the University of Otago Human Ethics Committee. If you have 
any concerns about the ethical conduct of the research you may contact the Committee 
through the Human Ethics Committee Administrator (ph +643 479 8256 or email 
gary.witte@otago.ac.nz). Any issues you raise will be treated in confidence and investigated 




[Reference Number: 16/096] 
[9/8/2016] 
What it means to be a Māori Doctor: Historical and Contemporary Perspectives 
CONSENT FORM FOR 
PARTICIPANTS 
 
I have read the Information Sheet concerning this project and understand what it is about. All 
my questions have been answered to my satisfaction. I understand that I am free to request 
further information at any stage. 
I know that:- 
1. My participation in the project is entirely voluntary; 
 
2. I am free to withdraw from the project at any time without any disadvantage; 
 
3. Personal identifying information, audio recordings, may be destroyed at the 
conclusion of the project but any raw data on which the results of the project depend 
will be retained in secure storage for at least five years; 
 
4. This project involves an open-questioning technique. The general line of questioning 
includes your role/s, contribution/s, skill/s and attribute/s as a Māori doctor. The 
precise nature of the questions which will be asked have not been determined in 
advance, but will depend on the way in which the interview develops and that in the 
event that the line of questioning develops in such a way that I feel hesitant or 
uncomfortable I may decline to answer any particular question (s) and/or may 
withdraw from the project without any disadvantage of any kind. 
5. The results of the project may be published and will be available in the University of 
Otago Library (Dunedin, New Zealand) 
6. There are no real or potential hazards anticipated for anyone taking part in the study, 
I will have full control over what and how much information I wish to share with the 
researcher 
7. I, as the participant: a) agree to being named in the research,   OR;  
 








I agree to take part in this project. 
 
 
.............................................................................   ............................... 








Name of person taking consent 
 
 
This study has been approved by the University of Otago Human Ethics Committee. If you have 
any concerns about the ethical conduct of the research you may contact the Committee 
through the Human Ethics Committee Administrator (ph +643 479 8256 or email 
gary.witte@otago.ac.nz). Any issues you raise will be treated in confidence and investigated 






What does it mean to be a Māori Doctor? 
Introduction: 
Kia ora my name is Andrew; I arranged to meet with you to talk about the research I’m doing 
around what it means to be a Māori Doctor. Before we start, I’d like to show you some 
information about the interview and check to see whether you have any questions about my 
work. Here’s another copy of the information sheet you were sent when you indicated you 
were interested in the project; please take a few moments to look through this sheet.  
• PROVIDE PARTICIPANT WITH AN INFORMATION SHEET AND OUTLINE THE KEY POINTS 
IN THIS. ALLOW TIME TO READ THE INFORMATION SHEET. 
Do you have any questions about the study?  
• EXPLAIN RECORDING OF THE INTERVIEW AND PARTICIPANT’S RIGHTS IN RELATION TO 
THIS. ONCE PARTICIPANT HAS AGREED TO INTERVIEW BEING RECORDED, TURN 
RECORDER ON AND NOTE THAT IT IS NOW ON. 
READ OUT WHILE RECORDER IS ON: 
As a participant in the research, you have the right to ask questions at any time, to decide if 
you would prefer not to answer some questions, to receive a copy of the findings, and to 
withdraw from the research at any time. Please note that your responses will be confidential 
to the research team members. 
• CHECK AGAIN WHETHER PARTICIPANT HAS ANY QUESTIONS ABOUT THE INTERVIEW. 
• IF NO QUESTIONS, ASK THE PARTICIPANT TO SIGN AND DATE THE CONSENT FORM.  
Interview questions: 
1. Journey thus far so I can try to see the rest of the interview from your perspective 
a. Motivations 
b. First experience of Māori health 
c. Pick a moment in medicine when you felt the most fulfilled, doesn’t have to be 
just as a Māori dr, but as a person 
2. Support provided, before (inspiration), during and after medical school, jnr and snr dr 
– eg… 
3. Support you provide (d) at any time 
4. Roles (list all, then one at a time professional, familial, communal) 
137 
 
5. Contributions: health and/or Māori health, Initiative taken for them, ie did they think 
of it themselves? learning experiences too 
Harder questions 
1. What it means for you to be a Māori in medicine 
2. Expectations of self 
3. Expectations of other Māori drs on you 
4. Expectations of other drs on you 
5. Expectations of other Māori drs 
6. Expectations of other drs in general 
7. What are your strengths in Māori health - knowledge 
8. Value of your work to self, as a person 
9. value of Māori drs to Māori health/health 
10. is your commitment to Māori health, or health in general, or both? 
11. Differences in Māori doctors over the years? 
a. Delve into each separately, and each topic is worded in their own words 
12. Challenges faced, not just as a Māori dr, emotional, support 
13. Opportunities you had 
14. Feelings of your entry into medicine 
Tone down the emotional level 
1. Aspirations 
2. 3 wishes to enhance Māori health 
Closing 
1. Anything I should have asked but didn’t? 
2. Can let them ask you some questions 
3. Thank you, you have given me a lot to think about, have reinforced xyz 
4. Can I email you with thoughts and interpretations (and maybe some more questions)? 
5. Will keep you updated 
 
Can call HealthLine on 0800 611 116 if you need to talk. 
